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O chapter in urinary pathology is more in- 

teresting than that which deals with the 
eysts that develop in the mucosa and submucosa 
of the kidney pelvis, ureter and bladder, desig- 
nated pyelitis ecystica, ureteritis cystica and 
cystitis eystica respectively. The study of their 
genesis, their transformation into glandular 
structures with the acquisition of the property 
of secreting mucus, and their further develop- 
ment into a mucus-secreting malignant adenoma, 
should have more than an academie interest for 
us. When we refer to mucin in this article, we 
refer to true mucin. It should be pointed out 
that the mucus-like substance commonly found 
in urine, when it has undergone ammoniacal 
decomposition, is not true mucin, but a pseudo- 
mucin. Neither by chemical nor staining 
methods can a relationship between this sub- 
stance and true mucin be proven. Wells states 
very definitely that the stringy, mucin-like sub- 
stance seen in some purulent exudates is com- 
posed largely of nucleo-proteins derived from 
the degenerating leucocytes and is not true 
mucin. 

The eystoscopie observation three years ago 
of a typical and pronounced ease of cystitis 
cystica in a man with bilateral renal ecaleulus 
and associated pyelonephritis has been respon- 
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sible for arousing our interest in the condition. 
Since then every occasion has been used to secure 
for histological study specimens from any blad- 
der showing acute and chronic inflammation. 
This material was obtained either at operation 
or at autopsy. That obtained at operation has 
been especially helpful as it has the great ad- 
vantage of being fresh, and when, as in our 
cases, it was put into proper fixing fluids at once, 
differential staining methods could be satisfac- 
torily employed. As a result the interpretation 
of the microscopical findings has been more 
reliable than in material obtained at post-mortem 
where degenerative changes have already taken 
place. 

We have available for this study material 
from 12 eases. In 8 of them it was obtained 
at operation and in 4 at autopsy. A cystoscopic 
diagnosis of cystitis eystica has been made on 
numerous other eases, but they are not included 
in this study because no material was obtained 
for microscopic confirmation of the diagnosis. 

Eight of the cases in which cystitis cystica or 
eystitis glandularis were found showed adeno- 
matous enlargement of the prostate. There was 
one case of bilateral renal caleulus with infee- 
tion ; one case of pyonephrosis; one of ureterocele 
with vesical caleulus; and one ease of exstrophy 
of the bladder. In addition, there was one ease 
of a muecus-seereting adeno-carcinoma of the 
bladder. So far, neither pyelitis or ureteritis 
eystica or glandularis has been observed by us-— 
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From a clinical point of view, there is nothing 
very characteristic about the two conditions. 
Whatever special symptoms result from cystitis 
eystica and glandularis are overshadowed by the 
underlying condition responsible for the inflam- 
mation that always accompanies them. 

Cystitis eystica does not result from a special 
form of eystitis, but is, rather, the result of 
changes in the bladder epithelium which may 
develop in the course of any long-standing in- 
flammation, The inflammatory condition, as 
Herxheimer points out, must not be too intense, 
otherwise the epithelium would be destroyed. 
While the inciting cause for the changes in the 
epithelium that lead to cystitis cystica may be 
found in any kind of chronic irritation, it would 
appear that it develops most commonly in the 
presence of certain special irritating factors. 
Stone is a frequent concomitant. Inflammatory 
exudates from infected kidneys may be the start- 
ing point. mechanical influences alone 
suffice to induce the change, For instanee, cystic 
and glandular formations have been found in the 
bladder in aseptic chronic urinary retention 
secondary to adenoma of the prostate gland. The 
two conditions are, however, most marked where 
mechanical influences are superadded to the 
irritation of an infection, as, for example, in 
encrusted cystitis, and in 
bladder. 

Some authors, notably Stoerk and Zucker- 
kandl, state that after the healing of the under- 
lying inflammatory process cystitis cystica does 
not disappear, but remains during the life of the 
individual. In two of our eases, clinical observa- 
tion would seem to show that it can disappear. 
In one of these the inflammatory process which 
caused the cystitis cystica was still present after 
this condition had disappeared; in the other, the 
etiological factors, ureterocele and bladder caleu- 
lus, had been removed, and the bladder had been 
drained temporarily. 

Cystitis cystica, ureteritis cystica, and pyelitis 
cystica may be defined as lesions characterized 
by the appearance of epithelium-lined cysts of 
a special kind in the mucosa or submucosa of 
the upper urinary tract, a situation where 
analogous formations are absent. 

Cystitis glandularis and pyelitis glandularis 
are characterized by the presence of mucus- 
secreting glands in the mucosa and submucosa 
of the bladder and kidney pelvis respectively. 


Even 


exstrophy of the 








These may be accompanied by replacement of 
areas of normal transitional epithelium by 
cylindrical mucus-secreting cells. 

Cystitis glandularis may develop with surpris- 

ing rapidity, Stoerk and Zuckerkandl have re- 
ported a ease of stone in the urinary bladder in 
which a well marked cystitis glandularis de- 
veloped within forty-two days after cystotomy. 
In this ease, typical leukoplakie areas were also 
noted, which had developed during the same 
period. 
¥ The lesions in eystitis cystica are found for 
the most part in the region of the bladder neck, 
particularly on the trigone and around the 
ureteric orifices, but they may be present in the 
bas fond, on the posterior wall, and on the lateral 
aspect of the bladder. In some cases they are 
found universally distributed. The condition 
has been described in the ureter and pelvis of 
the kidney, where it is found as an isolated 
lesion or associated with eystitis eystica, 
. The eysts are situated in the mucosa or sub- 
mucosa. They appear as vesicles which, in some 
cases, have assumed a polypoid or even pedun- 
culated form (Zuckerkandl’s ‘‘eystie papil- 
loma’’). Where they are a part,o: a very 
intensive inflammation the bladder r-ucosa is 
red throughout, swollen, and mamillated in 
appearance. At times the usual signs of inflam- 
mation are absent. This has led to the assump- 
tion mentioned by Caulk that the cysts are 
found in perfectly healthy bladders. Suter 
speaks of cysts occurring in the over-distended 
bladders secondary to enlarged prostate glands, 
and concludes that a purely mechanical irrita- 
tion is responsible for their development. It 
must be borne in mind, however, that even the 
microscopical absence of evidence of inflamma- 
tion is not proof that such a lesion has not been 
present. The cysts are usually clear, and when 
punctured liberate a clear fluid, though the older 
and larger cysts may be yellowish and the fluid 
in them is more viscid, 

If the accompanying inflammation is not too 
intense, cystoscopic observation should reveal the 
cysts, singly or in groups, as transparent or Ssemi- 
transparent, small, round vesicles varying in 
size from a few mm. to 5 mm. in diameter. 
They are not unlike the nodules seen in infection 
with Schistosoma haematobium. Urquhart de- 
seribed a case of cyst formation in the ureter, 


associated with this blood fluke. He quotes 
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Madden and Ferguson as having noted these 
cysts in bilharziasis of the bladder mucous mem- 
branes. Ferguson thought that these cysts were 
a concomitant manifestation of bilharziasis, and 
of no other lesion. From a study of Urquhart’s 
deseription and illustrations of the ureteric cysts 
we are of the opinion that they differ in no way 
from ureteritis cystica. 

In the bladder from which our illustration 
was made, showing the cystoscopie picture of the 
cysts in cystitis cystica, there were similar lesions 
around both ureteral orifices and on the trigone. 
Fine blood vessels could be seen coursing in the 
eyst wall. In our ease of ureterocele and vesical 
calculus, as shown in our illustration, cysts were 
sprinkled over the surface of the ureterocele and 
on and immediately about the inter-ureteric 
ridge. (See Figs. 1 and 2). In both these cases 
later observation showed that the cysts had com- 
pletely disappeared; in the one case spontane- 
ously, in the other, after removal of a caleulus, 
excision of a ureterocele, and bladder drainage. 

It is probable that cystitis eystica occurs much 
more frequently than is generally recognized. 
Sinee ovr attention has been focused upon the 
condition, ic has been quite frequently noted, 
though it has not always been possible to secure 
microscopic confirmation of the diagnosis. 

Morse has given some interesting figures on 
the incidence of the lesion at the Mayo Clinic. 
During the cystoscopie examination of 190 cases 
of bilateral pyelonephritis, cystitis cystica was 
noted in 33 (17.4 per cent), and yet only a 
relatively small number of cases have been re- 
ported in the literature, ‘‘more than sixty’’, 
according to his statement, 

Apart from being frequently associated with 
cystitis cystica, there is nothing that can aid 
us in making a cystoscopie diagnosis of cystitis 
glandularis. It would seem to be present more 
frequently in eases that show intense inflam- 
matory changes. 

Joelson has reported a case of cystitis cystica 
associated with bilateral nephrolithiasis in which 
he concluded from the pyelograms and uretero- 
grams that pyelitis cystica and ureteritis cystica 
were present. The ureterograms showed “‘defi- 
nite filling defects, which were about 5 mm. in 
diameter’’. These, he states, were ‘‘undoubtedly 
due to small cysts projecting into the lumina of 
the ureters and pelves’’. 


On account of its striking macroscopic ap- 
pearance cystitis cystica was probably seen at 
post-mortem before it was first mentioned by 
Morgagni. Rokitansky was the first to de- 
scribe it, and Litten was the first to give a 
microseopie study of it, in a case of ‘‘ureteritis 
chronica eystica polyposa’’. The earlier authors 
(Litten included) were inclined to believe that 
the cysts were caused by the action of parasites, 
or arose from pre-existing glands, or from 





Fig. 1—Drawing made at operation to show multiple 
cysts of cystitis cystica in the mucous membrane of the 
base of the bladder and in the mucous membrane of a 
ureterocele of the left ureter. Fig. 2.—Cystoscopic view 
of cysts of cystitis cystica about the urethral orifice. 
Note the delicate blood vessels in the walls of the cysts. 


mucosal erypts. It is now generally accepted 
that they are not due to parasites. The earlier 
authors disputed the existence of true glands in 
what we now know as cystitis glandularis, and 
it was not until after the studies of von Limbeck 
(1887) and von Brunn (1893) that the present 
conception of their genesis came to be generally 
accepted. According to them, the first step in 
their formation is seen in the projection into 
the submucosa of ‘‘peg-like buds’’ from the in- 


ferior layer of bladder epithelial cells. von 
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Brunn described these as epithelial nests, and 
they are now known as ‘‘Limbeck-Brunn nests’’, 
or more commonly as ‘‘Brunn’s nests’’, The 
next and essential step is the formation of a 
lumen in the centre of the cell nest. Some 
authors state that the central lumen is the result 
of a secretory process, others that it is the result 
of degeneration. von Brunn himself believed it 
to be degenerative in character. Lubarsch and 
Aschoff were of the same opinion. Morse, who 
reviewed the subject in 1925, came to the same 
conclusion. Marckwald suggests that the epi- 
thelial nests and eysts are congenital but that 
they do not develop as a rule until after birth. 
There seems to be little evidence to support this 
view. 

Stoerk and Zuckerkandl, who support the 
view that the central cysts are a result of secre- 
tory action, describe their formation in some 
detail. They state that there first appears in the 
central portions of the Brunn’s nests a round 
droplet. While this droplet is still small the sur- 
rounding cells take on a concentric radiating 
position around it. A second and third layer of 
cells are seen beyond the first. The inner layer 
of cells takes on the characters of secreting 
epithelium with basally placed nuclei. The inner 
portion of these cells becomes light and suc- 
culent, and contains bright granules, They feel 
that this is an active process in which the epi- 
thelial cells of the inner layer of the cysts 
‘‘assume the characters of a secreting epi- 
thelium’’, and that this is an expression of a 
‘latent capacity of this mucous membrane for 
gland formation’’. These changes are seen in 
| the epithelial nests that are attached to the over- 
lying mucous membrane, the “‘ 
as well as in Brunn’s nests. 

Before going on to the further consideration 
of the cell nests, the question arises, are they to 
be regarded as pathological processes? Their 
association with inflammatory lesions of the 
epithelium would suggest that they are. More- 
over, their absence or extreme infrequency in 
very early life, and their appearance and in- 
crease in later years of life are suggestive. Very 
convincing are the experiments of Giani, who 
was able to produce such formations in the 
bladders of laboratory animals. While engaged 
in a study of tuberculosis he introduced be- 
neath the bladder mucosa of rabbits celloidin 
capsules filled with tubercle bacilli. 


epithelial buds’’, 


This was 


s 


done by means of suprapubic cystotomy. The 
capsules became encrusted and calcified. Soon 
after their insertion epithelial nests developed 
about them, with central cavitation and the 
formation of cysts. This condition was also pro- 
duced by curettage of the bladder mucosa and 
by suturing bladder mucous membrane in the 
submucosa, ‘‘ Every eause which during a cer- 
tain time stimulates the epithelial cells to a more 
active proliferation can lead to the development 
of Brunn’s nests’’. Herxheimer concludes 
that ‘‘in many eases the epithelial cells of the 
urinary tract are especially capable of prolifera- 
tion, and after minimal injuries produce 
Brunn’s epithelial nests’’. Stoerk and Zucker- 
kandl go farther and state that they do so in all 
eases, We have not seen any evidence that the 
cysts in our material have resulted, as suggested 
by von Limbeck, from the adhesions of folds in 
a hyperplastic mucous membrane. 

Following the development of lumina in the 
epithelial nests, their further evolution proceeds 
in two directions. In some the cavity becomes 
larger, the epithelial lining becomes thinned out, 
and the appearance of a well developed cyst is 
complete. In others, there are seen changes that 
terminate in glands. On account of this gland 
formation Stoerk and Zuckerkhandl proposed 
that the condition be ealled ‘‘cystitis glandu- 
laris’’. At a stage, ill-defined, the epithelial 
cells lining these glands, as shown by appropriate 
staining methods, have aequired the property of 
secretion of pure mucus. Coincidently with this 
there may be noted a conversion of areas of the 
epithelial lining of the bladder into structures 
resembling very closely the mucous membrane of 
the large intestine. 

It has been urged, and notably by Francois, 
that evstitis glandularis is not the result of an 
evolution of cystitis eystica, but results from the 
development of embryonal inclusions of germinal 
cells of the lower intestinal tract. To the numer- 
ous earlier observers who have recognized 
mucus-secreting glands in exstrophy of the 
bladder, it would be extremely difficult to ex- 
plain their presence on any other grounds than 
that of a developmental anomaly. While one 
may not go as far as Zuckerkandl who stated 
that the theory of the developmental origin of 
cystitis glandularis has lost every basis of fact, 
yet there is very strong evidence that the under- 
lying causative factor is not a developmental 
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one but a metaplasia in the bladder epithelium, 
as a result of which the surface epithelium may 
be replaced by mucus-seereting cells. A series 
of consecutive changes also takes place, begin- 
ning with the nests of Brunn, proceeding first 
to cystitis eystica, and finally to cystitis glandu- 
laris, with its columnar mucus-secreting cells. 
These changes are fundamentally analogous to 
those in the bladder mucous membrane that lead 
to leukoplakia. 

Between these two forms of metaplasia there 
are many numerous and interesting parallels. 
Starting from a common point of departure, 
induced by the same or similar factors of irrita- 
tion and inflammation, they eventually attain a 
destination equally distant from their common 
starting point, In one, we have the transforma- 
tion of the bladder transitional epithelium into 
cylindrical cells that secrete mucus; in the other, 
the epithelium is transformed into a squamous 
epithelium. In exstrophy of the bladder the 
two processes may take place side by side. In 
one of our cases we have followed the different 
stages in the gradual evolution of these two 
lesions. 

The analogy may be pursued still further, in 
their relationship to the development of malig- 
nant disease. There are strong grounds for be- 
lieving that squamous-celled carcinoma of the 
urinary tract requires an antecedent leukoplakia 
for its development. We have set forth at some 
length the reasons for this statement in an 
article published by one of us in 1929, in which 
we state that we are convinced that the steps of 
the transition between the two were clearly 
traced. Hinman, in his newly published and 
most excellent text-book, expresses the same 
opinion. If this be so, we can say with equal 
assurance, if not with equal frequency, that 
eystitis glandularis may undergo an analogous 
metamorphosis into a mucus-secreting adeno- 
carcinoma. It is not surprising, therefore, to find 
that of Hinman’s collected cases of squamous- 
cell carcinoma three occurred in exstrophie blad- 
ders, nor that adeno-carcinomata are so likely to 
develop in the same condition, as shown by 
Scholl. 

Stoerk and Zuckerkandl were, we believe, the 
first to champion the view that eystitis glandu- 
laris could undergo a further change into adeno- 
carcinoma. In support of their theory they gave 
illustrative cases. They pointed out that it 





might well be expected that epithelium which 
has undergone such deviations from its normal 
character and has developed the habit of pro- 
liferation should go further. The metaplastic 
processes which have been set up and which have 
resulted in a new type of epithelium, an epi- 
thelium made up of cylindrical cells, secreting 
mucus, and with a marked tendeney to the 
formation of glands, may easily play a role in 
the development of certain malignant growths of 
the bladder. One of Stoerk and Zuckerkandl’s 
cases was from the service of von Eiselsberg. In 
this case, an adeno-carcinoma had developed in 
the exstrophie bladder of a 54-year old woman. 
This carcinoma, they were convineed, had in all 
likelihood developed from eystitis glandularis, 
and not from embryologieal inclusions. 

Very recently Gayet has collected 20 cases of 
primary cancer developing in exstrophie blad- 
ders, and added one case of his own. Of the 
twenty-one 15 were ‘‘adeno-carecinoma’’, 1 ‘‘ear- 
cinoma’’, a ‘‘clinically carcinoma’’, and 2 were 
squamous-celled carcinoma. One of them, Wag- 
ner’s case, showed squamous-celled carcinoma 
and adeno-carcinoma in juxtaposition. Gayet 
has followed Lecéne and Hovelaeque in_ be- 
lieving that at least the adeno-carcinomata of 
the series had developed from germinal cell 
inclusions from the intestinal tract. He does not 
refer to the article of Stoerk and Zuckerkandl, 
though the ease of von Hiselsberg is included. 

The urinary bladder and large intestine are so 
closely related embryologically in their common 
cloacal development that it is difficult to deny 
the possibility of intestinal epithelium being 
misplaced into the bladder. The evidences of 
the evolution of cystitis glandularis are so 
striking, the various stages in the process are so 
clearly delineated, in almost orderly sequence, 
that it seems logical to assume that the primary 
mueus-secreting malignant growths of the uri- 
nary bladder have resulted from metaplasia of 
the bladder mucous membrane and not from 
embryonal inclusions from the large intestine. 
It is just as plausible to explain the development 
of mucus-secreting adeno-carcinoma in the blad- 
der, where normally there are no glands, as a 
result of a metaplastic process, as by misplace- 
ment of prostatic glands, or by embryonal 
inclusions of cells from a neighbouring tract. 

The oceurrence of similar conditions in the 
pelvis of the kidney is not without a bearing 
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upon this discussion. Pyelitis cystica and 
glandularis have been observed especially by 
Paschkis and Briitt, The theory of embryonal 
inclusions has not nearly the same force in the 
ease of pyelitis glandularis as in the case of 
eystitis glandularis. 

The examination of exstrophic bladders of the 
new-born would seem to offer significant and im- 
portant evidence in the solution of the problem. 
Enderlen, from the examination he made of the 
exstrophied bladder of new-born infants, states 
he never found ‘‘any cylindrical epithelium, nor 
elandular invaginations’”’ He assumed 
that. the ‘‘pseudo-glands’’ (cystitis glandularis) 
only appeared later, under the influence of the 
multiple traumatisms to which the exstrophied 
vesical mucosa is constantly subjected. Similar- 
ly, Formiggini, who studied the extrophied 
bladder of an infant, 9 days old, found ‘‘neither 
cylindrical cells, nor mucus-secreting cells, nor 
elandular formations’’. 

Dupont supports Lecéne and Hovelaeque in 
their view that the islands of mucus-secreting 
epithelium and glandular formations in the ex- 
strophied vesical mucosa and submucosa are due 
to developmental inclusions from the intestine. 
He admits that the above observations are ‘‘a 
little disturbing’’. 


in them. 


In our opinion, they are 
extremely significant, and are strongly con- 
firmatory of the view we take that mucus- 
secreting cells in the urinary bladder are of a 
metaplastic origin. 

A consideration of certain fundamentals in 
pathology should help to clarify and explain the 
relation between the two different kinds of meta- 
plastic changes we have referred to in the uri- 
nary bladder, leukoplakia and mucus-seecreting 
glands, and the malignant tumours of this organ 
that are developed from them, epidermoid ear- 
cinoma and mucus-secreting adeno-carcinoma. 
The essential cells of the common tumours of any 
organ are in a general way similar to the es- 
sential cells that are normally in that organ. 
~One would expect to find, and in fact does find, 
that the essential cells of the common malignant 
tumours of the female breast are epithelial cells, 
and that these cells bear a close resemblance to 
the epithelial cells of the normal breast, while 
the common malignant tumours of the skin bear 
a close relation to the normal epidermoid cells. 
When as a result of metaplasia areas of mucous 
membrane of the urinary bladder change into 


-eyst-formation is a secretory one. 


those of an epidermal or glandular type malig- 
nant tumours composed of these two different 
types of epithelial cells would theoretically be 
possible. That they do occur is proved by the 
reports of various authors. 

The material for microscopic study obtained 
from our eases of cystitis eystica and cystitis 
glandularis has been carefully fixed, cut thin, 
often in serial sections, and stained with a series 
of stains, including muci-carmine. From a 
study of this material we support those who 
think that cystitis eystica and eystitis glandu- 
laris represent two phases in a series of pro- 
eressive changes that take place in the so-called 
nests of Brunn and their precursors, the epi- 
thelial buds, and that they result from meta- 
plastic change in the epithelium of the urinary 
bladder due to chronic irritation. We have 
been able to follow the various stages in the 
development of these epithelial nests from their 
earliest stages, when they appear as buds pro- 
jecting from the deepest layers of the epithelium 
until they reach their full development, when 
they are seen as closely packed, more or less con- 
centrically arranged, nests of epithelial cells in 
the submucosa. The submucosal tissues im- 
mediately about these nests are compressed. We 
also hold with those who think that the change 
taking place in the epithelial nests that results in 
This opinion 
is strongly supported when sections stained with 
muci-carmine are studied. By means of this 
stain there can be seen in the earliest stages of 
the development of the cysts a centrally placed 
small red droplet. From this beginning the 
changes in the epithelial nests develop in either 
one of two ways. The cysts may increase in size 
at the expense of the epithelial cells which com- 
prise them, until cysts are produced, the linings 
of which are composed of flattened epithelial 
cells surrounding a co!loid-like substanece—the 
fully developed cystitis cystica. On the other 
hand, the epithelial cells surrounding the early 
cysts may become tall, mucus-secreting, cells 
with basally placed nuclei. When stained with 
muci-carmine these cells are seen to contain 
mucus. The development of mucus ean be fol- 
lowed from its early stages, when it appears as 
tiny droplets in the inner part of the cells, up 
to the large amounts seen in typical goblet cells. 
The number of cysts or glands in one nest varies. 
As a rule there is but one, but there may be 
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more. One of our illustrations shows thirteen 
cavities in one eell nest. 


From a microscopical study of properly fixed 
{issue from an exstrophic bladder removed from 
a child three years old, we have been able to 
follow the development of the epithelial nests of 
Limbeck and Brunn, and their evolution into 
cystitis cystica and cystitis glandularis. The 
fundamental changes seen here are similar to 
those found in our material obtained from 
anatomically normal urinary bladders, In our 
case, as has been noted by others, the mucosal 
surface was largely covered by mucus-secreting 
cells. We have seen in this case what we think 
is the progressive spread of mucus-secreting 
cells from submucous areas of cystitis glandu- 
laris on to the surface replacing the normal 
transitional epithelial ‘cells of the bladder. 
While we are not prepared to say that none of 
the mueus-secreting cells in the urinary bladder 
in our case of exstrophy have developed from 
embryonic tissue, misplaced from the adjacent 
rectum, we think that it is not necessary to 
assume that they did. We feel sure that some 
of them did, and all of them could and probably 
did result from metaplasia of the bladder epi- 
thelium. Besides the mucus-secreting cells on 
and the mucous glands beneath the bladder sur- 
face there is another result of metaplastic 
changes in the epithelial cells of our specimen of 
exstrophy of the bladder, in that there are well 
developed areas of leukoplakia. As a matter of 
fact, it is generally recognized that the surface 
of the exstrophie bladder after being exposed to 
constant irritation and infection, as it inevitably 
must be, shows areas of pavement epithelium, 
leukoplakia, and mucus-secreting cells, with and 
without gland formation. 


We wish to report a case of mucus-secreting 
adeno-carcinoma of the urinary bladder which 
we think had its origin in eystitis glandularis. 


An unmarried woman, aged 67, was admitted to the 
service of one of us (F.S.P.) on April 23, 1931, (M.G.H. 
No. 2306/31). 


She gave a history of having had pain in the lower 
abdomen for ten years, increased frequency of urination, 
by day 7 to 8 times, by night 2 to 4, burning micturition, 
and terminal pain. Hematuria, including two profuse 
hemorrhages, had occurred during the last two months. 
She had lost 20 pounds in the last six months. Fre- 
quency had recently become very troublesome, occurring 
every half-hour in the day time. 


A mass was palpable in the bladder region supra- 
pubically. ‘The urines were moderately purulent, and 
were noted as ‘‘slimy’’. Cystoscopy revealed a uni- 


versally inflamed bladder, with a sessile tumour at the 
upper extremity of its base. 

An exploratory suprapubic operation was performed 
on May lst. A sessile tumour was noted at the postero- 
inferior aspect of the bladder. Its surface was covered 
with a mucoid material. Similar material was noted on 
the bladder base, and around the base of the tumour, 
collected in large globules, ‘‘sticky and tenacious in 
character’’. The mass could be palpated through the 
peritoneum. The peritoneum was opened and the mass 
was found to have extended through to the peritoneum, 
and to be confluent with a mass in the tip of the 
appendix. The fundus uteri was also involved or ad- 
herent to the mass. The peritoneum was closed, the 
bladder tumour burned with the diathermy current, and 
the bladder drained with a permanent suprapubic 
catheter. The patient was allowed to go home, was more 
comfortable for a period, but died a year later. No 
autopsy was secured. <A specimen taken from the bladder 
at the operation was examined, with the following 
results :— 

‘*M.G.H. (S-31-664)—The specimen consists of a 
small amount of tissue which was placed in fixing fluids 
at once. After fixation it was embedded in paraffin, 
microscopical sections were made and stained with 
various stains (Figs. 13 and 14). 

‘‘The tumour is composed of glandular structures 
with a scanty supporting connective-tissue framework in 
which there are small blood vessels, most of the glands 
have smooth walls, but some of them show papillary 
projections into the lumina. There is a very large 
amount of material which, when stained with muci- 
carmine, gives the staining reaction of mucin. The 
epithelial cells of the tumour vary a great deal in their 
characters, but most of them are tall and have their 
nuclei at their bases. Mucin is seen within many of 
these cells, gland acini, and diffusely distributed through 
the section. The amount of mucus in the epithelial cells 
varies. In some there is only a small amount, situated in 
the cell substance nearest the gland lumen. In others, 
there is a large amount of mucus, which distorts the 
cell, producing the so-called goblet cells. Between these 
two extremes there are all gradations. 

“¢Microscopic diagnosis. — Mucus-secreting 
carcinoma. ’’ 


adeno- 


At the time the operation was performed we 
were aware that we were dealing with a car- 
cinoma of the bladder, but we had no suspicion 
that it was an adeno-carcinoma, and only a small 
amount of tissue was taken for microscopical 
examination, and that only from the tumour 
mass itself. The operation report is silent as to 
the condition of the bladder mucosa, except 
in so far as the tumour was concerned. It is 
equally regrettable that an autopsy could not be 
obtained. This would have made possible the 
securing of sections from all areas in the bladder. 
This might have shown, and most probably would 
have shown, transitional stages between cystitis 
eystica and cystitis glandularis and the malig- 
nant tumour present. The bladder tumour we 
are convinced was a primary bladder tumour. 
While it is not a clear-cut case, for reasons we 
have stated, we are strongly of the opinion that 
its development was dependent upon preceding 
metaplastic changes, which in all probability had 
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produced a cystitis eystica and cystitis glandu- 
laris, 

Adeno-carcinoma of the urinary bladder is 
comparatively rare. Scholl found only 5 cases 
in 323 tumours of this organ. With the excep- 
tion of the case here reported, we have only met 
one other instance, and that was a metastasis 
from a primary carcinoma of the stomach. 


CONCLUSIONS 


The mucous membrane of the urinary bladder 
when exposed to chronic irritation may undergo 
metaplastic changes. 

The metaplastic changes may result in leuko- 
plakia, cell nests of Brunn, cystitis cystica, and 
eystitis glandularis. 

Epidermoid carcinoma may develop in the 
leukoplakie areas. 

Cysts which develop in the epithelial nests of 
Brunn are the result of an active secretory pro- 
cess rather than a degenerative one. These cysts 
may develop into glandular formations lined 
with tall epithelial cells that can acquire the 
property of secreting mucus. 

The mucus-secreting epithelial cells that line 
the submucosal glands, as well as those present 
on the surface of exstrophic urinary bladders, 
are in the great majority of cases, if not in all, 
the result of metaplastic changes in the normal 
bladder epithelium, and are not derived from 
epithelial cells of the large intestine that have 
been misplaced during embryological develop- 
ment. 

Cystitis cystica and, more especially, cystitis 
glandularis are potentially pre-cancerous lesions, 
and from the latter mucus-secreting adeno- 
carcinoma may develop. 

It must be admitted that the details of the 
progressive changes in cystitis glandularis that 
lead to adeno-earcinoma have not been demon- 
strated, but we believe that further histological 
study will do so. 
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THE MECHANISM OF ROTATION IN OCCIPITO-POSTERIOR POSITIONS* 


By Joon Mann, M.D., 


Toronto 


HE position in which a fetal head engages in 

a pelvis depends upon the presentation of the 
child and the size and shape of the pelvic inlet. 
The head may present with the occiput to the 
front or the back or to either side of the pelvis, 
giving us the recognized anterior, posterior, and 
transverse presentations. Regardless of the 
original position of the occiput, there are the 
three possible diameters in which the head may 
engage, These are the right and left oblique 
and the transverse diameters. The obstetrical 
transverse diameter is measured through a point 
equidistant from the promontory of the sacrum 
and the posterior aspect of the symphysis pubis. 
This measurement in the normal female pelvis is 
always less than the greatest transverse di- 
mension of the inlet. When the occiput is 
anterior and the pelvis is normal in size and 
shape the head may readily engage with its 
antero-posterior diameter in one of the oblique 
diameters of the inlet. If the occiput is to the 
right or left the head naturally falls into the 
transverse diameter in the normal or slightly 
flattened pelvis. When the occiput is posterior 
the head may engage in either of the oblique 
diameters if there is no disproportion between 
the presenting area of the head and the available 
area of the pelvic inlet in those diameters. 

It is often stated that occipito-posterior posi- 
tions are accompanied by some degree of ex- 
tension. In reality the extension is present first. 
This produces an increase in the presenting area 
and the majority of pelves more readily permit 
the engagement of the extended head when the 
occiput turns to the back or to one side. Such a 
view is supported by the fact that the incidence 
of face and brow presentations is so very low as 
compared with that of posterior positions. 

The diameter of the pelvis presenting the 
greatest available area is dependent upon the 
shape of the inlet. The total area of the pelvic 
inlet depends chiefly on its size, but the available 
area depends chiefly on its shape, and it is the 
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available area of the pelvic inlet with which we 
are concerned. In many pelves the maximum 
available area of the inlet is found in the trans- 
verse diameter. It is for this reason that a large 
number of heads which originally present with 
the occiput directed to the front or the back 
eventually engage in the transverse diameter. 
Although this conception is contrary to earlier 
teaching it has been definitely established by 
many investigators. The shape of the pelvis is 
readily studied by x-ray methods, and accurate 
measurements may be obtained by the Thoms’ 
technique and, more recently, by a stereoscopic 
method devised and used by Caldwell and Moloy. 
X-ray examination shows the relationship be- 
tween the shape of the inlet and the occurrence 
of posterior positions. This phase of the subject 
has been fully described by the aforementioned 
authors. 


The group of cases which are considered as 
occipito-posterior positions includes those where 
the head engages in the transverse diameter 
with the occiput to the right or left as well as 
those where engagement occurs in one of the 
oblique diameters with the occiput posteriorly. 
In either of these circumstances, as the head 
descends into the pelvis, anterior rotation of the 
cociput is essential in most cases before delivery 
can be effected spontaneously or by the use of 
instruments. There is a tendency when a head 
is found in mid-pelvis and in a transverse position 
to regard it as a posterior position arrested in its 
rotation. This may or may not be the case. It 
is well to remember that it possibly engaged in 
this position. Having done so, either anterior or 
posterior rotation of the occiput may occur as 
the head descends through the pelvis. 

What is the mechanism which produces the 
rotation of an occipito-posterior to an anterior 
position in those cases which correct themselves 
and deliver spontaneously? Several explanations 
have been offered, suggesting on the one hand 
that the shape of the birth canal produces ro- 
tation, and on the other that the shape and 
flexibility of the fetus are responsible. Exponents 
of the former theory simply state that that part 
of the fetal head which first strikes the resistance 
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of the pelvic floor is rotated forward, and no 
further explanation is offered. Others regard 
the levator ani muscles as producing a double 
inclined plane which acts as a rotator. In some 
circumstances a double inclined plane may act 
as a rotator, but as the levator attachments are 
higher in front they could only produce posterior 
rotation. The action of the levator muscles as 
rotators may be disregarded, because when they 
are stretched by the descending head the plane 
arrangement is replaced by the so-called ‘“‘gutter’’. 
Further, in the large majority of cases where 
spontaneous rotation occurs, it does so when 
the head is in mid-pelvis and before the head 
exerts any appreciable pressure on the levator 
muscles.. It has also been suggested that the 
ischial spines act as rotators. This is quite 
impossible on account of their directly opposed 
positions, and any resistance they may offer 
cannot act as a rotating force. It is only at the 
pelvic outlet that we find any true rotating 
mechanism. The bony pelvis is open in front 
and the two descending pubic rami converge 
toward the symphysis. A head forced against 
either ramus would be rotated anteriorly. It is 
this arrangement which converts an obliquely 
anterior position into a directly anterior one. 
It forms no part in the correction of a posterior 
position, for the obvious reason that spontaneous 
rotation occurs at a higher level in the pelvis. 
If the head should descend to the outlet in the 
posterior position it is delivered as such. Above 
this level there is no anatomical arrangement in 
a pelvis which will transmit rotation to a head. 
The pelvis can only offer resistance which may 
increase flexion or extension and thereby make 
the possibility of rotation correspondingly more 
or less favourable. 

Exponents of the theory that the child’s shape 
and flexibility are factors state that the entire 
body rotates. X-ray examination and practical 
experience show that the head rotates inde- 
pendently of the shoulders and the mechanism 
by which the head is pivoted on the vertebral 
column provides great freedom of movement. 
Models of a flexible cylinder to represent the 
child’s body, with a rod inserted in one side to 
represent the spinal column, have been con- 
structed to show the rotation which takes place 
when this cylinder is forced through a curved 
channel. There is nothing in such an arrange- 
ment to take the place of a freely pivoted head, 
and as the body can rotate on the head just as 
well as the head can rotate on the body this 


analogy is not applicable to the problem of the 
rotation of occipito-posterior positions. Ro- 
tation of the head in the pelvis occurs before the 
spinal column or shoulders have entered the pelvis. 

In the foregoing explanations the child’s part 
in the mechanism is entirely passive. I believe 
the child plays a very active part in the rotating 
mechanism. The child moves its arms, legs, 
and body, and when it is provided with cervical 
muscles, which are excellent rotators of the head, 
there is no good reason why they should not be 
used. The head may engage with the occiput 
posterior and descend with very little resistance 
into mid-pelvis. Beyond this level the birth 
canal may be reduced in size or so altered in 
shape that resistance to the descending head is 
increased. If the head be forced against the 
sacrum the child naturally tends to turn its head 
away from the side on which it feels resistance. 
The sacrum offers resistance behind and anterior 
rotation is favoured by the absence of bony 
resistance in front. The head may be turned 
during a pain or during an interval between pains. 
A subsequent uterine contraction can take ad- 
vantage of the partially corrected position and a 
net gain is made. This mechanism goes on, the 
child turning its head away from resistance until 
complete rotation is accomplished. The rotatory 
movements are not likely to be all in one direction. 
The occiput may be alternately rotated forward 
and backward, but uterine contractions take 
advantage of the favourable positions. Such 
movements can only take place when there is no 
appreciable disproportion. The most favourable 
circumstances are met when the head is flexed 
and in mid-pelvis. Under the influence of uterine 
contractions, flexion or extension may be pro- 
duced, the former favouring rotation, the latter 
preventing it. This oscillating movement back- 
ward and forward is the “wriggling’’ movement 
mentioned by De Lee in his description of this 
mechanism. 

All occipito-posterior positions do not rotate. 
If there be marked extension of the head any 
existing disproportion is increased and head 
movements are prevented. The sacrum is some- 
times deeply hollowed. This produces, as Cald- 
well and Moloy describe, an increase in the 
capacity of the posterior half of the pelvis. In 
such cases the occiput turns most readily to the 
back. In these situations either the head remains 
as a persistent posterior position, or if the pelvis 
be roomy spontaneous delivery without rotation 
may occur. 
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The behaviour of a head which engages and 
descends to mid-pelvis in the transverse diameter 
with the occiput to the right or left is essentially 
the same as when the occiput is directed pos- 
teriorly. Here, both anterior or posterior ro- 
tations are possible, but for the reasons already 
mentioned the head meets the least resistance in 
the front wall of the pelvis, and so in most cases 
anterior rotation occurs. The oscillating forward 
and backward movement of the head goes on, 
and when the sacrum is deeply hollowed a head 
which was originally in the transverse position 
may very easily end as a persistent posterior. 
It is this transverse position of the head which 
causes the mistakes in the diagnosis of position. 
At one examination the occiput may be found 
anterior to the transverse diameter, suggesting 
that the antero-posterior diameter of the head 
is in one of the oblique diameters and that the 
presentation is R.O.A. or L.O.A. On a subse- 
quent examination the head may be found in the 
opposite oblique diameter, with the occiput 
toward the back. I have observed this change 
in position taking place between pains by pal- 
pation and in multiparous patients with relaxed 
outlets, by direct vision. I am convinced that 
the child, in response to the stimulus of pressure, 
is responsible for this head movement. I am 
fully aware that at first reading this hypothesis 
may sound fanciful. On further analysis it 
becomes more reasonable or even convincing. 
The reader may ask—‘‘What happens in the 
case of the dead baby?” I should reply by 
asking—““How many cases of spontaneous ro- 
tation of dead babies can the reader recall?’ 

What are the practical applications of this 
hypothesis in the treatment of occipito-posterior 
positions? First, it is often stated that the head 
will not rotate until it comes down on the pelvic 
floor. The fact is that the head will not descend 
until it rotates. If the head does not rotate in 
the plane of greatest dimensions it will certainly 
not do so lower down. Waiting for the head to 
come down on the pelvic floor often delays too 
long the required treatment. Secondly, it has 
long been observed that spontaneous rotation 
occurs most frequently when the uterine con- 
tractions are strong. Following this reasoning, 
sedative is withheld, the desired result is obtained, 
and credit is given entirely to the forceful uterine 
contractions. It must be remembered that the 
child in utero receives a definite proportion of 
the sedative administered to the mother. The 
less sedative it receives the greater is its activity. 


Head movements in response to localized pressure 
are more active. Unfavourable or obstructed 
positions are more likely to be corrected, and 
progress is made by the strong uterine contrac- 
tions which can take advantage of the improved 
position. Compare, for example, the relatively 
low incidence of persistent posterior positions in 
outlying districts, where little or no sedative is 
given, with the much higher incidence in clinics 
where sedatives are used freely. Compare also 
the activity of the child at birth under the two 
conditions. 

In the treatment of posterior positions the large 
number which rotate spontaneously should al- 
ways be kept in mind. Instrumental inter- 
ference before the soft tissues of the birth canal 
are properly dilated will only lead to serious 
damage to the mother and child. Spontaneous 
rotation requires time and effective contractions. 
The time limit to be allowed is naturally difficult 
to set. If the sedative is being minimized so 
that the efficiency of the uterine contractions is 
not impaired, then the time limit which a patient 
should be allowed to endure pain must be reduced. 
In the prolonged first stage of labour, hyoscine 
or some of the barbital preparations, for example, 
are valuable for the hypnosis produced, and they 
do not interfere with the efficiency of uterine 
contractions. A liberal dosage of these drugs 
may be used without ill effects. When, as is 
nearly always necessary, morphia or heroin are 
used in addition, the only general rule to make is 
that the dosage be kept at a minimum. When 
the cervix is fully dilated and the occiput is 
posterior and the uterus is contracting well it is 
not good practice to wait for signs of fetal dis- 
tress or exhaustion of the mother before active 
treatment is considered. If the membranes are 
still intact when the cervix is fully, or nearly 
fully, dilated, they should be ruptured. Con- 
trary to earlier teaching, the bag of waters is 
never at any time an efficient dilator. Its only 
useful function during labour is that of protection 
to the child by causing an equal distribution of 
pressure. For this reason, and for the prevention 
of a prolapsed cord, the membranes should be 
left intact throughout a prolonged first stage. 
To leave the bag of waters unruptured indefinitely 
in the belief that it is an efficient dilator is faulty 
reasoning and not based on fundamental me- 
chanical principles. When the membranes are 
intact and a sac of fluid bulges below the head 
Pascal’s principle holds, and equal distribution 
of pressure on all surfaces of the head will cer- 
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tainly not favour rotation. If spontaneous ro- 
tation has not occurred within two hours under 
the aforementioned conditions, active treatment 
should be instigated. Relief of pain after full 
dilatation of the cervix should be obtained by 
the administration of inhalation anesthesia 
during pains. 

An accurate diagnosis of the existing position 
is the first essential before any attempt is made 
to correct it. Abdominal examination early in 
labour will generally detect a posterior position. 
The back is to the right in right positions and 
to the left in left positions. The small parts are 
readily palpated toward the front. The fetal 
heart sounds are often best heard in the flank, 
but when the head is extended and the chest is 
thrown forward they may be distinctly heard 
toward the front of the abdomen, slightly to the 
right or left of the mid line. The sounds may 
be indistinct and difficult to hear. The chin 
may be felt behind the pubes, to the left in right 
posterior positions, and to the right in left posi- 
tions. Any doubt about the diagnosis of position 
may be removed by vaginal examination, if 
necessary under anesthesia. In right posterior 
positions the sagittal suture is felt in the right 
oblique diameter. If the occiput is in the hollow 
of the sacrum the sagittal suture is in the antero- 
posterior diameter. The anterior diamond- 
shaped fontanelle is felt toward the front and at 
a lower level when the head is extended than 
when it is flexed. The posterior fontanelle is 
toward the back, but if there is much extension 
of the head it is difficult to reach. An accurate 
diagnosis can generally be made by locating the 
anterior fontanelle. If moulding is marked and 
the caput is thick it is better to feel an ear than 
run the risk of making a mistake in diagnosis 
which will result in misdirected attempts at 
correction. The objection that reaching to the 
ear displaces the head is over-emphasized. Any 
displacement produced by this procedure is 
negligible. In transverse positions the sagittal 
suture is in the transverse diameter of the pelvis 
with the posterior fontanelle to the right or left. 
If the head in this position be only slightly ex- 
tended the two fontanelles are located at about 
the same level. 

Many methods of active treatment of persistent 
posterior positions have been suggested. If the 
head be markedly extended and arrested at the 
inlet, but will apparently come through the pelvis, 
version is the best treatment. If there be obvious 
disproportion, detected by x-ray examination 


when necessary, Cesarean section or craniotomy 
is indicated, and the choice between these alterna- 
tives will depend on the circumstances. When 
the head has definitely engaged delivery as a 
vertex should be performed. One of the most 
widely used and safest methods is manual ro- 
tation followed by forceps extraction. Under 
anesthesia the operator’s hand is inserted into 
the birth canal to grasp the head. In right 
posterior positions an attempt is made to rotate 
the head in mid-pelvis, to bring the occiput 
through 135° into a directly anterior position. 
In the mechanism of spontaneous rotation the 
occiput does not come directly anterior until it 
reaches the outlet. While attempting to apply 
forceps the head often returns to its former posi- 
tion. To prevent this, “over-rotating’ from 
R.O.P. to L.O.A. is usually practised. Even 
then, by the time forceps is applied the head has 
generally recoiled to an R.O.A. position. Some 
operators who use this method state that it is 
often necessary to rotate the shoulders to get 
the head around. This is not the case, but it 
may be necessary to rotate the shoulders so that 
the head will stay in its corrected position while 
the forceps is being applied. There are many 
satisfactory instruments available for this ma- 
noeuvre. When undue traction is required after 
this method of rotation has been employed a 
recheck should be made to see that the head has 
not returned to the posterior position. Some 
operators lift the head completely out of the 
pelvis and bring it down in its corrected position. 
Rarely is this amount of displacement necessary. 

Several methods of rotating the head with 
forceps have been suggested. Most of these are 
modifications of the manceuvre accredited in the 
literature to Scanzoni. My esteemed friend and 
former teacher, Dr. Thomas Gibson, has drawn 
my attention to the fact that this manoeuvre 
was described by Smellie one hundred years 
before Scanzoni. Any attempt to review the 
several methods more recently devised would go 
far beyond the limitations of this paper. The 
only reason for suggesting another method, which 
may or may not be considered an improvement, 
is that an attempt has been made to extend the 
scope of the forceps by the introduction of a new 
mechanical principle. The efficiency of manual 
rotation is directly attributable to the flexibility 
permitted by the universal joint in the operator’s 
wrist. A problem which naturally presents itself 
is that of introducing a universal joint into an 
obstetric forceps. Such an arrangement provides 
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the desired flexibility for rotation. When ro- 
tation is completed an accurate cephalic applica- 
\ion of the blades permits traction to be applied 
without a re-application of the blades. 

The obvious difficulties of applying a universal 
joint to an obstetric forceps are:—(1) the forceps 
must split in two and so must the joint; (2) the 
joint must be so designed that when the instru- 
ment is locked on the head the joint mobility is 
not impaired; (3) the blades must be locked to- 
gether in such a manner that their movements 
synchronise; (4) provision must be made for 
adjusting the blades to variations in the size of 
the head. A detailed description of the mechanics 
of such a joint would be too involved for a paper Fic. 1 shows the instrument adjusted as an 
of this type. A simple device for the application anterior forceps. A—The split universal joint. 
of traction in a line tangent to the curve of the Through the centre of this passes the automatic device 

. aoe ; f 2 : for adjusting the blades to variations in head size. 
pelvic axis is applied. A locking device is B—The joint locking device. C—The traction handle. 
attached which permits the instrument to be Fic. 2 shows the instrument adjusted as a pos- 
securely fastened in two adjustments, (1) as an __ terior forceps. 
anterior forceps, Fig. 1 (2) as a_ posterior 
forceps, Fig. 2. This same locking device is used 
to immobilize the joint so that during the appli- 
cation of the instrument the blades can not move 
from their fixed position. When the instrument 
is locked on the head the joint-locking device 
may be released, to permit complete flexibility 
of the universal joint. 

When the instrument is fastened in the anterior 
adjustment, the contour of the blades and the 
angle at which they leave the shanks are 
essentially the same as in the straight Simpson 
forceps. In this adjustment the instrument 
may be applied as any other to anterior positions. 
In the management of these positions the flexi- 
bility of the universal joint is not required. If 
the operator insists on a hinge joint in the traction 
system the traction handle may be raised or 
lowered as indicated by the dotted lines in Fig. 3. 
This however is quite unnecessary as perfect 
axis traction may be obtained with a rigid instru- 
ment when it is properly designed. 

Text books of the past have consistently made 
the error of describing forceps blades as having 
a cephalic and a pelvic curve. Forceps blades 
are shaped to fit the head and so all curves are 
cephalic curves. The adaptation of a forceps to 
a pelvis is secured by a proper adjustment of the 
angle at which the blades leave the shanks. 
Figs. 3 and 4 show that the so-called pelvic curve Fig. 3 shows the instrument applied to a head 
would be better described as that curve which is _™ ®” anterior position, ready for traction. 
required to carry the blade from point just inj, 4ita4 mows the instrament epi to «head 
front of the posterior fontanelle, curving slightly 


: Fie. 5 shows the instrument applied to a trans- 
forward to end at the chin. Regardless of the verse position, or to a posterior partly rotated. 
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position in which the head is found, it is in this 
line that the, correct application for rotation and 
traction is obtained. It happens that in anterior 
positions this line falls in the direction of the 
pelvic axis and is so misnamed. 

To obtain this application in posterior positions 
by simply reversing an anterior forceps: would 
require the shank to pass through the perineum 
(dotted line, Fig. 4). This obstruction is evaded 
by changing the instrument to its posterior 
adjustment (Fig. 2). The blades are then directed 
into the pelvis so that they lie on the above- 
mentioned line on the head, and the shanks are 
elevated to clear the perineum. The angle at 
which the blades leave the shanks—about twice 
that of the reversed perineal curve of the Kielland 
forceps—facilitates the application of the instru- 
ment to the extended head which is so often 
responsible for a persistent posterior position. 
After the instrument is fixed in its posterior 
adjustment it is applied as a rigid instrument 
directly to the head in the posterior position, 
just as an anterior forceps is applied to an anterior 
position. When the. blades are locked on the 
head the traction handle is applied as in Fig. 4. 
The universal joint is then released and the 
instrument becomes flexible in all directions. 
Rotation is applied by simply turning the handle 
to the right or left as indicated by the arrow X, 
Fig. 4. The joint transmits the rotating force 
into the desired axis of rotation of the head. 
The mechanical principle of the universal joint 
automatically selects the line of least resistance. 
In the absence of marked disproportion an ex- 
tremely small rotating force is required. Hyper- 
extension is usually corrected by a gentle forward 
lift on the instrument during rotation. While 
the head is being rotated from a posterior to an 
anterior position the forceps automatically ad- 
justs itself from a posterior to an anterior forceps, 
bringing the handle into the proper position for 
traction. The lateral flexibility of the instru- 
ment is represented in Fig. 5 where the head is in 
the transverse position. Throughout the ma- 
noeuvre the blades maintain their original appli- 


ConTROL OF NATURAL CONCEPTION.—In discussing 
the factors governing the periodicity in the fertility and 
sterility of women, L. J. Latz and E. Reiner state that 
the life of the sperm cell within the female genitalia is 


less than 48 hours. The most important factor influenc- 
ing the length of the fertility of the spermatozoa in a 
harmful way is the body temperature within the vagina. 
The ovum can be fertilized for only a few hours after 
ovulation. Ovulation occurs on the fifteenth day before 
the beginning of the next menstruation, according to 
Knaus, and between the twelfth and the sixteenth day 
before the commencement of the next menstruation, ac- 
cording to Ogino. The fertile period in cycles of from 





cation to the head and their position in relation 
to the pelvis changes from the position in Fig. 4, 
through that in Fig. 5 to end in that shown in 
Fig. 3. 

The application of the instrument to heads in 
the transverse position differs only in the method 
of applying the blades. When the head is flexed 
the instrument is best used in its anterior adjust- 
ment. The anterior blade is first inserted 
posteriorly, then carried around the occiput until 
it comes to lie on the anterior aspect of the head. 
When the head is extended the instrument is 
best used in its posterior adjustment. The 
anterior blade is first inserted posteriorly, then 
where marked extension is present it is more 
easily carried around the face until it comes to lie 
on the anterior aspect of the head. The appli- 
cation of the posterior blade seldom if ever 
presents difficulty. When the instrument is 
locked on the head the traction handle is applied 
and the universal joint is released to permit 
flexibility for rotation as described above. 


In the development of the instrument many 
alterations and modifications from the original 
have been necessary. The present model without 
alteration has now been in use nearly two years 
and has given satisfactory performance. It is 
now in the hands of the instrument makers 
(The J. 8. Surgical Supplies Ltd., 86 Princess 
Street, Toronto), and it is hoped that it will soon 
be on the market and available for those who 
wish to use it.* 


*The instrument has been developed in the Depart- 
ment of Obstetrics, University of Toronto, and in the 
Obstetrical Division, Service of Prof. W. B. Hendry, 
Toronto General Hospital. 

For expert technical assistance in the machining of 
the instrument, which I could not possibly have done 
myself, I am indebted to Messrs. Heywood, Hearne and 
Roy, of the Algoma Steel Corporation, to Mr. Parkinson, 
of Dr. Best’s Department, School of Hygiene, University 
of Toronto, to Mr. Albert Darbyshire, of the Toronto 
General Hospital, and to Messrs. Taylor and Duncan 
of the Mechanical Department, University of Toronto. 

I also wish to take this opportunity to thank Professor 
Hendry and the members of the staff of the Toronto 
General Hospital for their interest and cooperation in the 
development and application of this principle. 





twenty-one to thirty-eight days is depicted graphically 
according to Knaus and its modification as advised by 
the author. For practical reasons when instructing 
women in its use, he has added an additional day before 
and two days after the fertile period to allow for possible 
errors in computation. This gives eight days of ab- 
stinence, which he advises in regularly menstruating 
women, He gives rules to be followed in the use of the 
safe period, states that the Ogino-Knaus method is 
correct and practical, and that at least 80 per cent of 
women menstruate regularly enough to make use of 
natural conception control—J. Am. M. Ass., 1935, 105: 
1241. 
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CARDIOVASCULAR SYPHILIS: A NECROPSY SURVEY* 


By Frank E. Cormia, M.D., 


Montreal 


[XN this paper a study will be made of 199 cases 

of cardiovascular syphilis. The material has 
been drawn from the records of the Pathological 
Institute of McGill University, and from the 
corresponding records of the Royal Victoria 
Hospital.t It represents all cases of cardio- 
vascular syphilis which have come to necropsy 
during the past thirty-five years. 

The data will be analyzed with respect to 
general trends in the incidence and severity of 
the disease during the thirty-five year period, 
and to the pathological and pathologico-clinical 
interrelationships of the various types of involve- 
ment. Pertinent pathological features will be 
stressed, and short notanda of cases of unusual 
interest will be appended. The literature, 
recently summarized by Conner,’ will not be 
included. 


INCIDENCE OF CARDIOVASCULAR SYPHILIS 


From 1900 to 1934, inclusive, 7,416 autopsies 
were performed, During the same period there 
were 199 instances, or 2.68 per cent, of syphilis 
of the cardiovascular system. 

In Chart 1, the actual and percentage num- 
bers of eases of cardiovascular syphilis are 
shown. The actual number of cases was com- 
puted as mean averages during five-year periods. 
The percentage number of cases was calculated 
as a weighted average. For example in the five- 
year period, 1910-1914, the weighted average, or 
the average yearly percentage of the total num- 
ber of eases during this period, was 3.9. 

In Chart 2 the relative importance of cardio- 


* From the Section on Dermatology, Department of 
Medicine, Royal Victoria Hospital, Montreal. 

t The analysis of the records has been made by the 
author in most instances. Dr. Chase, of the Pathological 
Institute, kindly assisted in the interpretation of the few 
questionable cases, most of which occurred prior to 1915. 
Errors of interpretation, especially of the earlier 
material, must inevitably creep into a statistical study 
of this sort. Some of the earlier records were un- 
doubtedly mis-diagnosed and inadequately recorded, due 
to the lack of knowledge of the disease at that period. 
The absence of a standard pathological criterion was 
another source of misrepresentation. The author has 
endeavoured, however, to deal honestly with the data. 
It is his belief that the study represents a fairly 
accurate summary of the material. 


vascular syphilis as a cause of death is shown. 
In the period of therapeutic enthusiasm, from 
1910 to 1914, a sharp rise in the percentage 
number of cases not a factor in the cause of 
death, will be noted. This is in part due to the 
fact that all Herxheimer deaths were here in- 
cluded. This type of death occurred, as a rule, 
in fairly early or moderately advanced cases with 
more or less asymptomatic involvement at 
strategic points. These patients in ordinary 
circumstances would have died at a later period, 
thus reducing the 1910-1914 peak. 

The influence of syphilis of the cardiovascular 
system as a cause of death in all cases with 
cardiovascular involvement is depicted by the 
-0-0-0- graph line. It will be seen then, that 
the percentage varies between 1.6 and 2.7, and 
that the incidence of cardiovascular syphilis as 
a killing disease has but slightly decreased at 
the Royal Victoria Hospital during the past 
thirty-five years. 

In Charts 3 and 4 certain definite trends are 
apparent. The incidence of aneurysm, after a 
sharp increase up to 1915, declined rapidly in 
the following five years, then showed a moder- 
ate upward tendeney during the last fifteen 
years. The relative percentage of aneurysms to 
the percentage number cases of total yearly 
autopsies showed a corresponding tendency, with 
a slightly greater proportion of increase during 
the last fifteen years. 

Syphilis of the aortic valve, after its peak 
during the years 1910 to 1914, has shown a 
moderate absolute percentage decrease, and a 
somewhat greater relative percentage decrease 
up to the present time. This tendency contrasts 
very sharply with the percentage incidence of 
syphilis of the coronary arteries. Following a 
gradual decrease from 0.6 in 1900-1904 to 0.3 in 
1915-1919, the incidence of coronary involvement 
rose rather constantly to 0.7 per cent in 1930- 
1934. As there were but 10 cases up until 1920 
and 25 in the last 15 years the percentage totals 
may be more reliable toward the right side of the 
graph, and indicate perhaps a rising incidence 
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CHART 1.—Incidence of cardiovascular syphilis dur- 
ing thirty-five years. 
——_————— Actual number of cases. 


Percentage number of cases 
yearly autopsies. 


of total 


CHART 2.—Cardiovascular syphilis as a cause of 
death during thirty-five years. 


— Percentage number of cases of total 
yearly autopsies. 


Percentage number of cases as chief or 
equally contributing cause of death 
(chief cause 84 per cent; equally con- 
tributing 16 per cent). 


Percentage number of cases as minor 
contributing cause of death. 


Percentage number of cases, not a factor 
in the cause of death. 


Percentage number of cases of total 
autopsies, from which all cases not a 
factor in the cause of death have been 
subtracted. 


of coronary artery involvement. The marked 
contrast with the decreasing incidence of aortic 
valve involvement is only partially explained by 
the relatively fewer number of aneurysms, which 
are associated with 55 per cent of the total cases 
of aortic valve syphilis. This contrast becomes 
more significant when the relationship of coro- 
nary artery to aortic valve involvement is con- 
sidered under ‘‘Syphilis of the Coronary 
Arteries’’. The rising incidence of cerebro- 
vascular syphilis is clearly apparent, and its 
significance will be discussed after the salient 
features of vascular syphilis of the brain have 
been reviewed, The graph line for myocardial 
syphilis indicates a steady and rather constant 
rise through the entire 35 years. This is in part 
due to the increase in diagnostic acumen in the 
later years. 





THe CANADIAN MEpDICAL ASSOCIATION JOURNAL 


YEAR 1900-04 GS-04 10-14 15-14 20-24 25-2q 30-34 





[ Dee. 1935 


CHART 2 CHART 3 


YEAR 1000-04 05-uQ 10-14 15-(q 20-24 25-29 3034 


CHART S 


UW 
o 


> 
= 


mM 
oa 


Numeer or Cases 
a 
Qo 





20-24 30-3q 40-4 S0-Sq 60-69 70-79 


CHART 3.—Incidence of the different types of cardio- 
vascular syphilis during thirty-five years. 
———_———- Percentage number of cases of total 
yearly autopsies. 
Percentage number aneurysms. 
Percentage number cases of aortic valve 
involvement, 
Percentage number 
vascular involvement. 


eases of cerebro- 


CuArt 4.—Incidence of syphilis of myocardium and 
of coronary arteries during thirty-five 
years. 

Percentage number of cases of total 
yearly autopsies. 


Percentage number 
artery involvement. 


Percentage number cases of myocardial 
involvement. 


eases of coronary 


CuaArT 5.—Age incidence of cardiovascular syphilis. 


The peak age incidence of cardiovascular 
syphilis in this series was approximately 50 years 
(Chart 5). There were 156 males and 43 females. 
The Wassermann test on the blood was positive 
in 31 per cent of those eases eligible, a result not 
incompatible with the relatively insensitive tech- 
niques used in the earlier years. 


THE ASSOCIATION OF CARDIOVASCULAR WITH 
OTHER FORMS OF SYPHILIS 


The most frequently associated lesions were 
those of neurosyphilis. There were 19 cases of 
paresis, tabes dorsalis and tabo-paresis, and 1 
of transverse myelitis. Gumma was the most 
common single lesion. It occurred on the skin 
in 9 instances, in the liver in 7, the spleen in 
3, the testicle in 1, and in the bones, as gumma- 
tous osteomyelitis, in 2. There was a diffuse 
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interstitial hepatitis in 6 cases, while cirrhosis 
was present in 3. The lung was involved in but 
2 instances. One of these was a_ bronchial 
stenosis, the late perivascular and cicatricial 
changes being associated with a presumable 
antecedent peribronchial gumma; the other was 
an interstitial fibrosis around the larger radicles 
of the pulmonary arteries. The small and large 
intestines presented very interesting lesions in 
the case in which they were involved, These 
consisted of multiple ulcerations which had ap- 
parently originated as gummatous endarteritic 
lesions with subsequent massive necrosis and 
ulceration. There was a diffuse interstitial 
fibrosis of the pancreas in 2 instances. Interest- 
ingly enough, one of these was associated with 
a clinical diabetes, from which the patient died. 
The adrenal glands showed typical cellular in- 
filtrations in 2 cases. 

It is not suggested that the above represents 
the total ineidence of extra-cardiovascular in- 
volvement. It does represent, however, most of 
the gross lesions and a percentage of the micro- 
scopic lesions. The cause of death in most of 
these cases was the cardiovascular involvement, 
even in those patients with parenchymatous in- 
volvement of the nervous system. In all but 6 
cases the cardiovascular syphilis was the chief 
cause of death. Paresis was the chief cause of 
death in 3, and tabes dorsalis in 1. This again 
emphasizes the well-known dictum: When both 
the nervous and cardiovascular systems are in- 
volved the heart. and vessels should be given 
primary consideration. 


TABLE I 
DURATION OF SYMPTOMS IN CARDIOVASCULAR SYPHILIS 


Total Average 
No number duration of 
symptoms of cases remainder 
yrs. MOS. 
RUMOR. oi sev che cnees Ee 60 3 
Syphilis of aortic valve and 
GMOUTYRM: iccsesccceciee 4 40 2 
Syphilis of aortic valve .. 4 33 1 WwW 
Simple AOTtHHS . 6/660 5<6 34 tt 1 2 
Syphilis of coronary 
STING oi kK ekae ch aeees 1 35 1 5 
Syphilis of myocardium .. 0 20 1 4 
Cerebrovascular syphilis .. 0 31 1 8 


In Table I, the different points of involvement 
have been but partially separated. Aortitis and 
aneurysm are differentiated, Simple aortitis is 
differentiated from other cardio-aortie involve- 
ment, but coexisted with cerebrovascular syphilis 





in 16 instances, leaving a total of 28 cases of 
uncomplicated aortitis. Of these 28 only 10 
were symptomatic. Syphilis of the coronary 
arteries and myocardium, as will be later in- 
dicated, frequently coexisted with other forms 
of cardiovascular syphilis, thus swelling the 
total number of cases well over the actual total 
of 199. 

The life-expectaney in aneurysm, aneurysm 
and aortic valve syphilis, and uncomplicated 
aortic valve involvement, after the onset of 
symptoms, is clearly shown. Simple aortitis was 
either very benign or very malignant. When 
symptoms appeared progression was usually 
rapid. Syphilis of the coronary arteries and of 
the myocardium apparently progresses fairly 
rapidly. In myocardial syphilis the duration of 
symptoms was less than six months in 50 per 
cent of the cases. 

The figures for cerebrovascular syphilis are 
somewhat misleading. The duration of symp- 
toms was less than one month in over 50 per 
cent, as sudden death was the rule in this group, 
although some patients surviving the first 
vascular accident were apt to live for years. 
Three patients lived ten or more years after 
the onset of symptoms. 


THE LESIONS OF CARDIOVASCULAR SYPHILIS 


Aortitis.— There were 44 cases of simple 
aortitis. Of these, 34 were asymptomatic and 
unrelated to the cause of death, Sixteen of the 
34 were complicated by cerebrovascular syphilis, 
and it is possible that the earlier age incidence 
of the latter group was a factor in the clinical 
latency of the aortic lesion. The age-incidence 
of the aortic group without symptoms was 53 
years. It is interesting to note that there were 
8 cases, of age 65 to 75, without dilatation. This 
is in aceord with the findings of Kaufmann’ who 
stated that dilatation of the aorta was apt to 
be absent in asymptomatic elderly patients. The 
lesion was commonly located in the lower portion 
of the ascending aorta. The arch was involved 
alone in three instances, the descending thoracic 
in one, and the descending abdominal in one. 
Patchiness was a more prominent feature at the 
early age levels, and tended to confirm the 
lymphatie origin of the lesions. The entire 
thoracic aorta was involved in one ease, without 
symptoms. The pathological state was usually 
classical in nature. Medial sclerosis was an al- 
most invariable end result. Mild arteriosclerotic 
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changes were present in 6 and extensive in 3 
instances. 

Syphilis of the aortic valve——Syphilis of the 
aortic valve was readily differentiated from 
rheumatic and arteriosclerotic lesions. The 
eriteria for involvement were widening of the 
commissures, thickening of the free margins, 
transverse contractions, and fibrosis without 
calcification, lessened ¢lastica, and obliterating 
endarteritis without mew blood-vessel formation, 
The aortic valve was involved by the syphilitic 
process in 73 subjects. Aneurysmal dilatation 
was an accompanying feature in 55 per cent. 
As would be expected from the intrinsic pressure 
relationships between the heart, aortic valve, 
and aorta, the two lesions coexisted in a fairly 
constant inverse relationship; the more exten- 
sive the valvular involvement, the smaller the 
aneurysm. In only two instances were both 
lesions present in an extensive form. The hearts 
were huge in uncomplicated syphilis of the 
aortic valve (average 616 g.). When other 
forms of ecardio-aortie syphilis were present the 
full hypertrophying powers of the heart were 
inhibited. 

Arteriosclerosis was a concurrent lesion in 
but 3 subjects, and was the major cause of death 
in only 1. The aortic valve was arteriosclerotic 
alone in 10 of the 199 cases. The infrequency 
of secondary bacterial endocarditis of the aortic 
valve, following syphilitic involvement, has been 
emphasized.* * It.is supposed that the obliterat- 
ing endarteritis of syphilis effectively closes the 
portal of entry to secondary invaders. No sec- 
ondary bacterial lesions were .noted in this 
series. 

Aneurysms of the aorta and great vessels.— 
The differential diagnosis of syphilitic and 
arteriosclerotic aneurysm was at times difficult. 
Diffuse dilatations of the ascending and, more 
frequently, the descending aorta, of arterio- 
sclerotic origin were easily excluded. Saccular 
-aneurysms in elderly subjects were often con- 
fusing. Here the histological sections were of 
great value. The early involvement of the 
inner layers of the media, the late intimal thick- 
ening, and adventitial infiltration of arterio- 
sclerosis, contrasted sharply with the mesarteritic 
foci and scars and the rarity of intimal ecalcifi- 
eation in the syphilitic lesion. When micro- 
scopic sections were not available, the extreme 
age of the patient, gross evidence of arterio- 
sclerotic change, the absence of other syphilitic 
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findings, and a negative history, made arterio- 
sclerosis more probable. The occasional occur- 
rence of sacculated aneurysms of arteriosclerotic 
origin is in accord with the findings of Kauf- 
mann,’ who noted that of 24 sacculated aneur- 
ysms occurring in elderly subjects 50 per cent 
were arteriosclerotiec in type. All instances in 
which differentiation was obscure were classified 
as syphilitic. 
TABLE II 
TYPES OF ANEURYSMS 


ee, SNE 6 hin cuvavewscceeowdeens D6 
PSACOONEE? 6 cobs cictrs cietcaiera ci stekhece AMiane ewes 23 
Pg ee | a ee 12 
muses Of Valewiva: oc dd dveic ered clesuses 10 
5.5.06 KK EKASREKRDA AS EER ERS 7 


Cerebral (included under cerebrovascular) 5 


There were 100 patients with aneurysm. The 
sex-incidence was interesting. Of 29 patients 
under forty-five years of age, 12 were women 
and 17 were men, while of 66 patients over 
forty-five years, only 9 were women. 

Fusiform aneurysm usually occurred in the 
ascending arch of the aorta (31). It was gen- 
eral throughout the aorta in 7, involved the arch 
alone in 7, and the ascending portion and arch 
in 5, The arch and descending portion were 
involved in but 1, and the descending alone in 2. 
Of the 23 saceulated aneurysms, 12 were at the 
arch, 7 in the ascending, and 4 in the descending 
aorta. In those instances in which fusiform and 
saccular aneurysms were combined diffuse dila- 
tations of the entire aorta were the most com- 
mon (7), and were apt to be combined with 
multiple saccular forms (12). Six of these 
sacculations were at the arch, 4 in the descend- 
ing, and 2 in the ascending aorta. Four fusi- 
form aneurysms of the ascending and arch of 
aorta were combined with 2 saccular of the arch 
and 2 of the descending. The predilection of 
the saccular forms for the arch is clearly ap- 
parent, as is that of the fusiform type for the 
ascending portion of the aorta. Aneurysms in 
the great vessels were usually of the fusiform 


type (12). The saccular variety occurred in 5 
instances. All were in close proximity to the 
aorta. 


Fusiform aneurysms were prone to cause 
death by decompensation, and the process not 
infrequently extended down to and involved the 
coronary orifices. Saccular aneurysms, on the 
other hand, frequently ruptured or caused death 
by pressure. The saccular type was more apt 
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TABLE III 
Left Left Right Left 
Inno- sub- ext. ext. common 
minate clavian iliac tliac carotid 
Fusiform .. 5. 3 a 1 I 
Sacecular ... 1 2 1 1 2. © 
TABLE IV 
CAUSES OF DEATH IN FUSIFORM AND SACCULAR 
ANEURYSMS 
Fusiform and 
Fusiform Saccular saccular 
Decompensation .. 23 4 6 
) re 2 10 3 
PPRCASUTC™ secre 3 5 1 
Coronary occlusion 4 - - 
Not a factor ..... 4 4 2 


to be the chief cause of death (80 per cent as 
compared to 57 per cent), One case deserves 
special mention. There was a large diffuse fusi- 
form aneurysm of the entire aorta. There were 
two saccular dilatations of the ascending, 2 of 
the arch, and 4 of the descending aorta, The 
heart. was huge (640 g.). Death was caused by 
a marked aortic insufficiency, the dilatations 
being incidental autopsy findings. Arterio- 
sclerosis was present in 25 cases, being early in 
10 and extensive in 15. It was the chief cause 
of death in 3, an equally contributing cause in 
6, and a minor factor in 5. It bore no relation 
to the cause of death in 11. The pathologi- 
cal relationships between arteriosclerosis and 
syphilis were difficult to evaluate. The influence 
of arteriosclerosis was more noticeable in the 
fusiform type and in long standing cases with 
marked intimal changes. In one patient the 
fusiform aneurysm had ruptured through a 
calcified intimal plaque. 

Aneurysm of the sinuses of Valsalva.—tThis 
lesion, in spite of its reported rarity,® ”* oe- 
curred 10 times in the 100 aneurysms. It was 
associated with a slight dilatation of the ascend- 
ing aorta in 5 and a marked dilatation in 1. 
Aortitis of the ascending aorta was present in 
8 of the 10. The coronary arteries, despite their 
proximity to the presenting lesion, escaped in- 
jury in 6 instances, the orifice was gaping in 
2, and there was partial to complete occlusion 
of the first three em. in 2. The most constant 
association was the involvement of the aortic 
valve by the syphilitic process in all ten cases. 
That this fact postulates a common origin for 
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the two lesions may well be disputed, but cer- 
tainly Koster’s theory,® that the lesions are 
caused by extension from the adjacent peri- 
cardium, which receives its vasa vasorum from 
frequently diseased coronaries, would not seem 
to be tenable here. The mechanism in the pro- 
duction of aneurysms of the sinuses of Valsalva 
is unknown. It may be related to the force of 
the regurgitating blood incident to the valvular 
lesion. Six of the 10 patients died a decom- 
pensatory death from the associated valvular 
lesion; in the other 4 syphilis was not a factor 
in the cause of death. 

Dissecting aneurysm.—Syphilitie aortitis was 
present in 7 subjects with dissecting aneurysms. 
The role of syphilis in the production of these 
aneurysms has long been a moot question.*® 
Certainly arteriosclerosis, with its lessened in- 
timal elasticity, and resultant tearing in the 
presence of medial dilatation, would seem to 
play the major role. In the present series 
arteriosclerosis was present in 6 of the 7 eases, 
was the major cause of death in 3, and was 
apparently an equally contributing cause in 3. 
In the latter group death was caused in 1 
by the rupture of an accompanying saccular 
aneurysm. In the other 2 it seemed that an early 
intimal degeneration and loss of elasticity caused 
a slight tear, allowing the blood to invade a 
media which was the site of extensive necrotic 
syphilitic lesions. 

The lesion in one patient was clearly syphi- 
litie and deserves recording. This was a white 
woman of 40 years, whose history was negative 
with the exception of chronic and apparently 
unrelated vaginal bleeding. She developed an 
extensive rupial syphilide, with acute iritis and 
multiple large ulcerations in the mouth and 
rectum. The toxemia associated with the 
malignant precocious tertiarism was the cause 
of death. The necropsy revealed, in addition to 
the above findings, a non-symptomatie dissect- 
ing aneurysm of the first portion of the 
descending aorta. Arteriosclerosis was not 
present. There was extensive involvement of 
the vasa vasorum and it is probable that the 
origin was, as Krunkenberg™ has suggested, an 
intramural hematoma arising from the diseased 
vasa vasorum, 

The most common site of the dissecting 
aneurysm was in the first portion of the de- 
scending thoracic aorta (4); the entire aorta 
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was dissected in 2 patients with extensive 
arteriosclerosis, and the left external iliac 
artery was involved in 1. Severe pain of less 
than two weeks’ duration was present in 5 of 
the 7 patients. Two patients were asymp- 
tomatic. One patient had had other symptoms 
referable to the accompanying aortitis for two 
years. Rupture of the aneurysm was the cause 
of death in 4, pressure on the trachea in 1, 
general toxemia in 1, and the lesion was not a 
factor in the cause of death in 1. 


TABLE V 
LOCATIONS OF ANEURYSMAL PRESSURE 


Ascending.—Erosion into right pulmonary artery (1). 
Erosion through chest wall (1). 
Arch.—Pressure on bronchus —> chronic bronchitis (2). 
Emphysema lungs (1). Perforation of left 
bronchus (1). 

[nnominate.—Pressure on trachea —> emphysema (1). 

Left subclavian.—Erosion of clavicles (1). 

First portion descending.—Erosion into trachea (2). 
Collapse of lower lobe, left lung (1). 
Erosion of csophagus and vertebre (1). 
Erosion, right bronchus (1). 

lower thoracic and abdominal.—Erosion of vertebre (4). 


enlarging aneurysm caused pressure symptoms, 
or pathological changes in the surrounding 
tissues, in 17 cases. Eleven of the 17 aneurysms 
were saccular. In 9 of the 17 the pressure was 
the chief cause of death. It contributed to the 
final rupture in 4, and by its occlusive effects 
on the bronchi caused pulmonary complications 
in 5. It was a minor factor in the cause of 
death in the remaining 9. 


THE CORONARY ARTERIES IN CARDIOVASCULAR 
SYPHILIS 


The diagnosis of syphilis of the orifices of the 
coronary arteries was made without difficulty. 
Involvement of the distal trunks, however, was 
accepted as syphilitic in the presence of peri- 
vascular collars of lymphocytes and plasma cells 
around the vasa vasorum, and_ endarteritic 
changes, only when previous or coexistent in- 
fectious toxic disease could be eliminated, and 
when other lesions characteristic of syphilis 
were present. 

In Table VI the high proportion of aneurysms 


TABLE VI 


CORRELATION OF THE DIFFERENT TYPES OF SYPHILIS OF THE HEART AND AORTA 
WITH LESIONS OF THE CORONARY ARTERIES 


Syphilis of Aneurysm Syphilis 
Total aortic and syphilis of of myo- Aortitis 
number Aneurysm valve aorticvalve cardium (simple) 
Normal coronaries ........ 108 41 11 12 + 33 
Syphilis of coronaries ...... 35 1 11 18 14 1 
Arteriosclerosis of coronaries 56 18 11 10 2 10 
33 40 20 44 


199 60 





Aneurysm and thrombosis.—Aneurysms were 
the eause of distal thrombosis in 2 instances. 
The first was an embolism of the left internal 
earotid artery with cerebral infarction asso- 
ciated with a diffuse fusiform aneurysm of the 
ascending aorta; the second was an embolism of 
the right internal carotid artery with cor- 
responding infarction of the basal gray ganglia. 
There was a marked deposit of fibrin on the 
intimal surface of the two aneurysms. There 
was no hypertension, arteriosclerosis or cere- 
brovascular syphilis in either of these two cases. 

The pressure effects of aneurysm.—Saccular 
aneurysm, as is well known, is much more apt 
to cause death by the mechanical effects of its 
pressure on important structures than is the 
fusiform type (Table IV). In this series the 








with normal coronary arteries is shown. The 
figures for arteriosclerosis are apparently not 
significant. There were 56 instances of arterio- 
sclerosis of the coronary arteries, as compared 
with 48 of the aorta and peripheral vessels. 
This is in accord with the statement of Orlean- 
sky,’2 who found that intimal arteriosclerosis 


TABLE VII 


RELATIONS IN EIGHTEEN CASES OF COMBINED ANEURYSM 
AND SYPHILIS OF THE AORTIC VALVE WITH SYPHILIS 
OF THE CORONARY ARTERIES 


Aortic valve involvement 
Slight Moderate Extensive 


Small aneurysm .......... - 3 4 
Moderate-sized aneurysm .. — 1 6 
Large aneurysm .......... 2 7 2 
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was fairly common in relatively early life. The 
influence of syphilis in the production of these 
iesions, without a similarily aged control group, 
obviously cannot be stated. Eighty-three per 
cent of the patients with syphilis of the coro- 
nary arteries had simultaneous syphilitic in- 
volvement of the aortic valve, This large 
percentage is in marked contrast to the number 
of associated aneurysms, and suggests that the 
lesions of the aortic valve and the coronary 
arteries originate in a common source, possibly 
the pericardium.” 

The inverse relationship between aneurysm 
and the valvular lesion is here clearly indicated. 
The minor role of aneurysms in syphilis of the 
coronary arteries is also apparent. The orifices 
of the coronary arteries were involved in 32 
of the 35 eases; both orifices were involved in 
The right suffered more than the left. It 
was completely occluded in 9 cases, as compared 
with 3 for the left; it was partially occluded in 
28, as compared with 27 for the left. Accom- 
panying distal dilatation was present in 6. The 
distal trunks of the coronary arteries were in- 
volved in 8 subjects (in all but one both trunks 
were diseased). The aorta was typically syphi- 
litie in all but 3 of the patients with coronary 
involvement. These three showed changes in 
the myocardium suggesting syphilis. Arterio- 
sclerosis was recorded in 5 of the 35 cases, and 
occurred along the entire lengths of the coro- 
nary arteries. 


9 
23. 


The incidence of pain as a symptom of 
syphilis of the coronary arteries has recently 
been emphasized.** In this group it was present 
in but 23 of the 35 eases. On the other hand 
severe coronary type of pain was frequently 
observed in eases in which the coronary arteries 
were normal at autopsy.. The patient in whom 
the pain was the severest and of the longest 
standing was one with a marked aortic in- 
sufficiency and normal coronary arteries. It is 
quite possible that coronary spasm’ may play 
a large part in the production of pain. Katz," 
following the earlier work of Lewis,’ has 
ascribed the pain as being due to circulating 
metabolites. Slowing of the coronary circula- 
tion from any cause, with an accompanying 
decreasing oxygen content of the blood, may be 
the chief etiological factor in coronary pain. 


Sudden death is said to occur in the great 
majority of the patients with syphilis of the 
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coronary arteries.’* It occurred in only 40 per 
cent of the present group. In slight occlusion 
of the orifices it was usually absent, while in 
marked occlusion its incidence was 44 per cent. 
It was present in 5 of the 8 cases in which the 
entire length of the coronary arteries was 
diseased. It was caused by a Herxheimer re- 
action in two patients. 


SYPHILIS OF THE MYOCARDIUM: ASSOCIATED 
LESIONS 


Syphilis of the myocardium has been a recog- 
nized entity for many years, following the 
studies of Warthin.** Its infrequency has been 
inferred from the relative paucity of reported 
eases. Adequate stains -for spirochetes have 
been made in but few instances, despite the 
notable improvement of the original Levaditi 
stain by Jahnel and by Warthin and Starry. A 
low index of suspicion in those cases in which 
suggestive gross pathological changes were not 
present has been another factor in its non- 
recognition. The diagnosis of localized lesions 
in the myocardium, especially when the ad- 
jacent endocardium and aortie valve are in- 
volved, is usually easy. It is in the diffuse 
myocardial lesions that diagnostic difficulty is 
encountered. 

In the present series of 199 cases syphilis of 
the myocardium was suspected in 20 instances. 
It seemed undoubted in 14, and was suggested 
in 6. Endarteritis, with resultant fibrosis of 
the conduction mechanism (the undefended 
space in the ventricle and the interventricular 
septum), was relatively common, occurring in 7 
instances. In this group fibrous bands extended 
downward from a frequently diseased aortic 
valve, involving the myocardium, the endo- 
eardium of the ventricular wall, and the inter- 
ventricular septum. There was one ease in 
which extensive lesions of the aortic valve were 
accompanied by a gumma just beneath the 
valve in the septum. Diffuse changes were 
present in 12 instances and were regarded as 
diagnostic in 6, despite the fact that the ecom- 
plete criteria of Warthin could not be satisfied 
in a single instance. Spirochetes were not 
found in the case in which a search was made. 
The finding of fibrosis and thick-walled blood 
vessels was accepted as suggestive only when 
the trunks of the coronary arteries were 
normal, as this type of lesion is commonly the 
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result of poor blood supply.?® Fibroblastie pro- 
liferation and eapillary dilatation, in the 
presence of nearby collars of plasma cells and 
lymphocytes, were considered significant. Patchy 
or diffuse lesions were considered more diag- 
nostic than the focal type of lesion usually 
associated with streptococcal infection.** The 
thrombosis which Warthin*® found so character- 
istic was not recorded in any of the 12 cases. 
There was coexisting disease of the coronary 
arteries in 14 of the 20 cases. The orifice was 
involved in 7, all of which had accompanying 
changes of the aortic valve. The entire 
coronary trunks were diseased in 7, and in only 
2 of these was the myocardial lesion considered 
independent of the coronary lesion. As Warthin 
had previously noted, those patients with the 
most typical diffuse myocarditis were apt to 
have normal coronary arteries. Aortitis was 
present in 17 of the 20 cases, and small fusi- 
form aneurysms in 5. Im one instance the 
aorta was free and this interesting case will 
be detailed below. The aortic valve showed 
syphilitic changes in 75 per cent of the group. 
It was involved in all eases in which fibrosis 


of the conduction mechanism was present. It 
was diseased, curiously enough, in the one 


subject in whom the aorta was normal. Co- 
incident syphilis of the aortic valve was seen 
more frequently than reported by Warthin."® 
Syphilis of the mitral valve is said to be 
excessively rare. Warthin never observed it 
in his group of cases. In the present group of 
20 it was suspected in 6. Thickening of the 
free margins of the valve, with fibrotic changes 
in the valve proper, was considered suggestive 
in the absence of previous infectious disease. 
In 2 of the 6 the histological studies strongly 
suggested syphilis. The first case presented a 
typical early syphilis of the aortic valve, with 
normal coronaries and aorta. The mitral valve 
was similarly deformed, with early retraction 
and fibrosis, and histologically demonstrated 
obliterating endarteritis. There was a diffuse 
syphilitic myocarditis. The second was one of 
rheumatic heart disease, with vegetations of the 
mitral and tricuspid valves. There was a super- 
imposed syphilitic invasion of the ascending 
aorta, a diffuse myocarditis, and involvement of 
the aortic and mitral valves. Sections of the 
valves showed a diffuse fibrosis and patchy 
calcification of the endocardium, perivascular 
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lymphocytic infiltration and an early obliterat- 
ing endarteritis. 


SYMPTOMS IN MYOCARDIAL SYPHILIS: 
CAUSE OF DEATH 


In the symptomatology of myocardial syphi- 
lis, pain and dyspneea were well correlated with 
coronary and aorta valve involvement, on the 
one hand, and myocardial lesions, on the other. 
Dyspneea was observed in 10 patients, pain in 
5. Palpitation and cough were each seen in 1 
instanee, while vomiting was the presenting 
symptom in 1 ease of heart block: 50 per cent 
of the patients died of decompensation. Heart 
block was the chief factor in 6 of the 7 cases in 
which the conduction mechanism was involved. 
Angina was present in 2 and _ ruptured 
aneurysm in 1. There was one Herxheimer re- 
action. The influence of syphilitic myocarditis 
per se as a cause of death has been minimized 
by many writers. MacCallum? believed that 
the cause of death in myocardial syphilis was 
usually the decompensation from the associated 
aortic insufficiency. In his opinion, ‘‘If the 
individual had survived long enough to estab- 
lish sears it would seem doubtful that the 
decompensation could be due to them.’’ Acute 
myocarditis of syphilitic origin, occurring fair- 
ly early in the course of the disease” is un- 
doubtedly a killing lesion. In the present series 
of cases evidence is presented which suggests 
that chronic syphilitic myocarditis is at least 
a contributing cause of death. The average 
weight of the heart in the 20 cases was 543 g. 
In 13 patients with pure involvement of the 
aortic valve (previously noted), dying of de- 
compensation, the heart weight was 616 g. 
The average weight of the heart in 5 cases in 
which focal fibrotic myocarditis of the conduc- 
tion mechanism coexisted with an aortic valve 
lesion was 600 g., a practically identical figure. 
The figures for diffuse myocarditis showed a 
marked variation. The average weight of the 
heart in 10 instances in which diffuse myo- 
carditis. was suspected, and which also coexisted 
with an aortic valve lesion, was 473 g. The 
relatively smaller size of the heart in the diffuse 
myocardial group suggests, on the one hand, an 
earlier death, and, on the other, an inability to 
hypertrophy to the so-called physiological 
limits. This would seem to point to early myo- 
cardial failure as a factor in the cause of death. 
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CEREBRO-VASCULAR SYPHILIS 


The presence of cerebro-vascular syphilis was 
conclusively demonstrated in 31 necropsies. It 
was combined with syphilis of the aorta in 21 
instanees, the lesions of which were simple 
aortitis in 16, and aneurysm in 5. Symptoms 
referable to the aortic disease were present in 
but 5. The relationship to the relatively early 
and mimimal type of aortic lesion has already 
been discussed. Paresis was present in 4 pa- 
tients; tabes dorsalis in 2. Abnormalities of the 
spinal fluid were found in 7 patients out of 12 
examined. Five of these 7 were the 4 of paresis 
and 1 of tabes dorsalis. Arteriosclerosis was 
present in 5 instances, was marked in but 2, and 
played a minor role in the cause of death in 4. 
It was the major cause of death in but 1 patient. 


The age incidence in the differently associated 
types of cerebro-vascular syphilis showed inter- 
esting variations. The average age for the whole 
group was 47 years, slightly under the 50 year 
average for the entire series, In the 19 cases 
in whieh the involvement was purely vascular 
the age incidence was 42 years. The 3 cases 
which presented accompanying meningeal in- 
volvement averaged 49 years. In the 9 cases in 
which paresis, tabes dorsalis, and arteriosclerosis 
coexisted the age incidence was 54 years. The 
influence of arteriosclerosis, as has been stated 
above, was apparently a minor one, the correla- 
tion in the higher age brackets only reflecting 
the older age incidence of arteriosclerosis. The 
2 cases of tabes dorsalis and 4 of paresis were 
not significantly correlated as regards age in- 
cidenece. Of marked interest, however, was the 
fact that 3 of the 4 cases of paresis were of the 
“‘vaseular’’ type. 


Obliterating endarteritis was by far the com- 
monest lesion. Diffuse endarteritic changes were 
present in 14, while localized lesions occurred in 
13. The 2 most commonly seen sequels were 
thrombosis (10), and hemorrhage (12). There 
were no significant relationships between the 
extent of the process and the type of the lesion. 


Hemorrhage and thrombosis were approxi- 
mately as frequent in the local as in the diffuse 
endarteritides. It was obviously impossible when 
extensive hemorrhage was present to determine 
in every instance the site of the vascular acci- 
dent. The arteries at the base of the brain were 
those involved in practically every instance. 
The middle cerebral arteries in their internal or 


external striate branches, were the locus minoris 
resistentie in 10 of the 22 cases of thrombosis 
or hemorrhage. The lenticular nucleus and the 
internal capsule were correspondingly the most 
frequent sites of hemorrhage or infarction. The 
hemorrhage occurred in the frontal lobe of the 
cerebrum in 1 case, which was, curiously enough, 
one of vascular paresis. Rupture of the anterior 
cerebral artery extensively involved the right 
corpus callosum in 1. The pons and the right 
temporal lobe were each extensively involved in 
1. The thrombosis involved nearly the entire 
circle of Willis in 1 instance, occurred in the 
basilar artery in 2, and in its posterior cerebral 
braneh in 1. 

The other important type of lesion was 
aneurysmal in nature. It was differentiated in 
each instance from the more common types of 
intracranial aneurysm associated with arterio- 
sclerosis, bacterial endocarditis, and congenital 
medial defect. Multiple small aneurysms, the 
so-called miliary aneurysms of Charcot, were 
present in the circle of Willis in two subjects. 
Although these aneurysms have lost the signifi- 
cance which Charcot”? first ascribed to them, and 
although they are said to be but rarely syphi- 
litic,?* these two cases were definitely proved so 
by the histopathological studies. Rupture oc- 
curred in both eases; its site was the left middle 
cerebral artery in one. Three single aneurysms 
were recorded. One involved the left internal 
carotid, the other 2, the right middle cerebral 
artery. One of the latter was part of a diffuse 
endarteritis, Of the 3 single aneurysms, death 
was caused by thrombosis in 2 and rupture in 1. 
None were diagnosed during life. The cerebro- 
vascular lesion was the cause of death in 23, and 
a minor factor in the other 8 patients. 


COMMENT 

Evidence has been presented which demon- 
strates that the incidence of cardiovascular 
syphilis as a killing disease is but slightly de- 
creasing at the Royal Victoria Hospital. The 
exact correlation of this facet with community 
and sectional tendencies is of course impossible. 
The number of necropsies undoubtedly reflects 
to some degree, however, the amount of critical 
vascular syphilis in the section. Minor shifts 
in population, and the recent acquisition of 
autopsy material from contagious disease and 
tuberculosis institutions, have probably de- 
pressed the totals in the later years, as has 
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the shift of combined cardiovascular and neuro- 
syphilis to regional mental institutions. The 
probable exodus of many eases during the 
world war may partially explain the greatly 
decreased incidence of the disease during that 
time. Considering all influences, the very 
slightly decreasing necropsy evidence of the 
disease becomes even more striking.* 

Moore and Kemp” stated that adequate 
therapy for the primary phases of the disease 
reduced the incidence of cardiac involvement 
to practically zero; and Moore and Metilde*’ 
believed that treatment of the early cardio- 
vascular lesions definitely prolonged life and 
decreased the severity of the disease. Stokes,”* 
however, has recently compared the more massive 
material of the Cooperative Clinical Group in 
the United States with the records of a large 
untreated series of cases reported by Bruus- 
gaard.*® The incidence of cardiovascular syphilis 
was apparently somewhat higher in the treated 
group! This is in accord with the beliefs of 
many German syphilologists, and suggests that 
new forms of treatment will be necessary if 
the dreaded cardiovascular complication is to be 
eradicated. 

The present series is an example of an in- 
adequately treated group. Not one of the 199 
patients was given adequate treatment for the 
primary infection! Despite the provocative 
effects of inadequate treatment the incidence of 
the disease has been slightly decreasing. 
Whether this reflects a higher average of 
therapeutic efficiency in the treatment of all 
forms of syphilis in the section obviously can- 
not be stated. Most of the patients presented 
far advanced lesions when first seen at the 
hospital and treatment was correspondingly 
less effective. Comparison of the incidence of 
the different forms of cardiovascular involve- 
ment suggests that the very slight decrease of 
cardiovascular syphilis may be in part ex- 
plained by a low index of suspicion for the less 


* Moore’s?24 recent thunderbolt that syphilis is actually 
increasing in Baltimore, despite the most modern forms of 
treatment, is truly staggering. He has listed it as the 
fourth most common cause of death. The greater pro- 
portion of these deaths have been due to cardiovascular 
involvement, for the decreasing incidence of syphilis of 
the nervous system following modern treatment is an 
established fact.25 He has stated that the chief reasons 
for the increase have been a low index of professional 
suspicion and inadequate public health facilities. The 
effect of treatment on the incidence of cardiovascular 
syphilis has not been definitely established. 





readily diagnosable type of lesion. The marked 
increase in cerebro-vascular, myocardial, and 
partially asymptomatic coronary lesions is part- 
ly due to their non-recognition in their earlier 
treatable phases. The warning of Stokes*° is 
especially apropos: ‘‘Until teacher and text- 
book turn from the parading of consequences 
before the student of medicine to urge him to 
devote his energies to anticipatory watching, to 
habitual suspiciousness and observation, and to 
an acute analysis and ferreting out of veiled 
beginnings, syphilis of the heart and aorta will 
remain the great burying ground of the disease 
and the clinician’s perpetual Waterloo at the 
hands of the post-mortem pathologist.’’ 


SUMMARY AND CONCLUSIONS 


1. The incidence of cardiovascular syphilis in 
7,416 autopsies during thirty-five years was 
2.68 per cent. 

2. The incidence of cardiovascular syphilis as 
a killing disease decreased but slightly in the 
thirty-five year period. 

3. The incidence of the different forms of 
cardiovascular syphilis through the thirty-five 
year period is tabulated. 

4. Cardiovascular syphilis was the most com- 
mon cause of death when it existed with other 
forms of syphilis. 

5. The life expectancy in the different forms 
of cardiovascular syphilis after the onset of 
symptoms is tabulated. 

6. Coexisting arteriosclerosis played a rela- 
tively minor role in the cause of death. 

7. The infrequeney of secondary bacterial 
endocarditis following syphilis of the aortic 
valve is confirmed. . 

8. Aneurysm was much more infrequent in 
women, but when present tended to run a more 
rapid course. 

9. Pure aneurysm and syphilis of the coro- 
nary arteries rarely coexisted, while syphilis of 
the aortic valve and coronary arteries were 
commonly associated. Treatment with arseni- 
cals must be, therefore, much more circumspect 
in the presence of an aortic insufficiency, even 
in the absence of symptoms referable to 
coronary involvement. 

10. The symptom of pain was frequently 
absent in syphilis of the coronary arteries. 

11. Aneurysms of the sinuses of Valsalva are 
apparently dependent on simultaneous syphi- 
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litic involvement of the Valsalva area and the 
aortic valve. Thus the two prerequisites of 
diseased wall and direct pressure are fulfilled. 
Other unknown factors may be present. 

12. There was one dissecting aneurysm of 
undoubted syphilitic origin. 

13. Cerebral thrombosis was due to aneurys- 
mal fibrin thrombi in two instances. All cases 
of cerebral thrombosis should be completely 
investigated for the presence of aortic aneurysm. 

14. The distal trunks of the coronary arteries 
were the seat of lesions suggesting syphilitic 
arteritis in 23 per cent of the cases with 
coronary involvement. 

15. The myoeardium should be thoroughly 
examined in all cases of late syphilis. Syphilis 
of the myocardium is not infrequent, and ap- 
parently has a demonstrable influence as a 
cause of death. 

16. Syphilis of the mitral valve occurred with 
syphilis of the myocardium in two instances. 
In one of these the syphilitic valvular lesion 
was superimposed on a bacterial endocarditis. 

17. There was a syphilitic thrombosis of the 
pelvic veins in one instance. One ease of 
syphilitic phlebitis of the femoral veins was 
observed. 

18. Cerebral hemorrhage or thrombosis occur- 
ring in a relatively young subject should be 
investigated for the presence of syphilis. 

19. A negative spinal fluid frequently co- 
exists with undoubted cerebro-vaseular syphilis. 

20. There were two eases of multiple miliary 
cerebral aneurysms which were apparently of 
syphilitic origin. Three single intracranial 
aneurysms were recorded. 


TUBERCULOSIS AMONG STUDENTS. — Continuing his 
study of the occurrence and development of tuberculous 
lesions among medical and other university students in 
Philadelphia, H. W. Hetherington (Arch, Int. Med., May, 
1935, p. 709) reports that the incidence of positive re- 
actions to the tuberculin test among medical, dental, and 
law students is high; in the graduating classes it ap- 
proximated 100 per cent. The incidence of tuberculous 
lesions at the apex of the lung, as demonstrated radio- 
graphically, was from 15 to 20 per cent in four graduat- 
ing classes, including a total of 521 students. There was 
a decreased incidence of more advanced lesions among 
medical students in the three later years of the curricu- 
lum; this is attributed to prophylactic care taken by 
those in whom early lesions had been detected previously. 
The occurrence of new lesions and the progression of old 
lesions was more commonly noted in the third year of 
the medical course than in the three other years com- 





REFERENCES 


1. CONNER, S.: Development of knowledge concerning role of 
syphilis in cardiovascular disease, J. Am. M. Ass., 1934, 
102: 575. 

2. KAUFMANN, E.: Lehrbuch der Pathologischen Anatomie, 
Blakiston, Phila., 1929, 1: 129. 

3. Lasa, J. AND CHANDLEE, G.: The heart and great vessels in 
combined syphilitic and rheumatic infection, Arch. Int. 
Med., 1934, 54: 952. 

. Griaees, L.: Bacterial endocarditis as a sequel to syphilitic 
valve defect, Am. J. M. Sc., 1922, 164: 275. 

. KAUFMANN, E.: Lehrbuch, 1: 136. 

. BLUME, quoted by Kaufmann: ibid., 1: 141. 

. SOMMER, quoted by Kaufmann: ibid., 1: 138. 

. SNYDER, G. AND HUNTER, W.: Syphilitic aneurysm of left 
coronary artery with concurrent aneurysm of sinus of 
Valsalva, and an additional case of Valsalva aneurysm 
alone, Am. J. Path., 1934, 10: 713. 

9. KOSTER, quoted by Kaufmann: Lehrbuch, 1: 141. 

10. Hau, E.: Healed dissecting aneurysm of aorta, Arch. Path. 

é& Lab. Med., 1926, 2: 41. 

11. KRUNKENBERG, E.: Dissecting aneurysms, Beitrige z. pathol. 
Anat. wu. z. allgem. Pathol., 1920, 2B: 67. 

12. ORLEANSKY, quoted by Kaufmann: Lehrbuch, 1: 56. 

13. KiotTz, O.: Some points respecting the locations of syphilis 
of the aorta, Am. J. M. Sc., 1918, 155: 92. 

14. Ptncorrs, M. AND LOVE, W.: Observations on syphilis of 
heart, coronary ostia, and coronary arteries, Am. J. 
Syph. & Neurol., 1934, 18: 145. 

15. Leary, T.: Coronary spasm as a possible factor in producing 
sudden death, Am. Heart J., 1935, 10: 338. 

16. Karz, L.: Mechanism! of pain production in angina pectoris, 
Am. Heart J., 1935, 10: 323. 

17. Lewis, T.: Pain in muscular ischemia, Arch. Int. Med., 
1932, 49: 713. 

18. WARTHIN, A. S.: The new pathology of syphilis, Am. J. 
Syph., 1918, 2: 425. 

19. Boyp, W.: Textbook of Pathology, Lea & Febiger, Phila., 
1934, 2nd ed., p. 407. 

20. MacC'ALLUM, W.: Textbook of Pathology, Saunders, Phila., 
1932, p. 718. 

21. WaRTHIN, A. S.: Sudden death due to exacerbation of 
latent syphilitic myocarditis, Am. Heart J., 1925, 1: 1. 

22. CHARCOT, J. AND BOUCHARD, C.: New researches on the 
pathology of cerebral hemorrhage, Arch. d. phys. norm. 
et path., 1868, 1: 110, 643, and 725. 

23. FEARNSIDES, E.: Intracranial aneurysms, Brain, 1916, 3a: 
224, 

24. Moore, J. E.: The public health officer and the control of 
syphilis, Am. J. Pub. Health, 1935, 25: 31. 

25. Sroxkes, J. .: Modern Clinical Syphilology, Saunders, 
Phila., 2nd Ed., 1934, p. 1096. 

26. Moorz, J. E. AND Kemp, J. E.: Treatment of early syphilis, 
Bull. Johns Hopk, Hosp., 1926, 49: 16. 

27. Moorz, J. E. AND METILDE, P., Uncomplicated syphilitic 
aortitis, Arch. Int. Med., 1933, 52: 978. 

28. STroxes, J. H., witH UsIuTon, S., Cote, H., Moors, J., 
O’ Leary, P., WILE, U., PARRON, T. AND McMULLEN, J.: 
What treatment in early syphilis accomplishes. IIT. 
Comparison of Bruusgaard’s work and the 3 to 20 year 
results of the cooperative clinical group, Am. J. M. Sce., 
1934, 188: 678. 

29. BBUUSGAARD, E.: Results of non-specific treatment of syphilis, 
Arch. f. Dermat. w. Syph., 1929, 157: 309. 

30. Stokes, J. H.: The Diagnosis and Treatment of Cardio- 
vascular and Visceral Syphilis, Contributions to Medical 
Science, Dedicated to A. S. Warthin, Ann Arbor, 1927, 
p. 1338. 


ann ~ 


bined. The results of a limited number of examinations 
indicated that the incidence of apical disease was de- 
cidedly less in law than in medical students, but that the 
occurrence of serious disease was by no means rare 
among the former. The dental and law students were 
less severely affected by tuberculosis, however, than the 
medical students. It is argued that the last-named are 
first exposed to possible contact with tuberculosis during 
their second year, when they study gross pathology in 
the post-mortem room and laboratory; during the third 
and fourth years they are brought into contact with 
tuberculous patients, and with the dust in their homes, 
containing in many cases viable tubercle bacilli. Al- 
though it is as yet uncertain whether this exposure 
actually produces latent or manifest disease, the facts 
are held to show the desirability of special precautions to 
prevent the contamination of student work-rooms with 
tubercle bacilli—Abs. in Brit. M. J. 
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INADEQUACY OF PRESENT DIETARY STANDARDS* 


By FREDERICK F, TispAuL, M.D., F.R.C.P.(C.), 


Toronto 


REMARKABLE progress has been made in 

recent years in our understanding of the 
problems of nutrition. A few years ago our 
chief concern was to supply a sufficient number 
of calories with a proper balance of fats, carbo- 
hydrates and proteins. It is now recognized 
that 18 amino acids, 1 fatty acid, 12 minerals, 
6 vitamins, and some carbohydrate must be sup- 
plied in the diet. Thus no less than 38 separate 
and distinct food substances are essential for 
normal nutrition. 

We are now confronted with the problem of 
determining how much of each of these 38 food 
substanees we require for optimal nutrition, and 
whether the current dietary standards cover 
these requirements. The difficulties of this task 
are tremendous. There are variations in the 
requirements of different individuals. This is 
well illustrated by the frequently observed fact 
that although two infants may live under ap- 
parently identical conditions only one develops 
rickets. We can only hope therefore to obtain 
average values which will be satisfactory for the 
majority. It has also been shown that the re- 
quirements of one food substance may be altered 
by the level at which some other food substance 
is fed. In addition, many of these food ele- 
ments are present in such infinitesimal amounts 
that their concentration in the diet can only be 
determined by laborious and time-consuming 
methods. 

The evidences of a moderate deficiency in any 
one of the essential food substances may not be 
clear-cut and definite. We are apt to expect 
that a lack of a certain vitamin or of a certain 
mineral will result in the production of a defi- 
nite’ pathological condition which affects only 
one portion of the body. For example, we 
anticipate that a lack of vitamin A will result 
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in xerophthalmia, or that a lack of iron or 
copper will result in a lowered hemoglobin con- 
tent, We now know that if some of these food 
elements are eaten in insufficient amounts for 
prolonged periods, although the classical symp- 
toms associated with such deficiencies do not ap- 
pear, other less obvious but just as important 
bodily defects, such as diminished rate of 
growth, defective structural development, and 
decreased resistance to infection result. 

A great deal of our knowledge of nutritional 
requirements has been obtained from experi- 
ments on animals. Information obtained from 
this souree, while obviously of great value, can- 
not be directly transferred to the problem of 
human nutrition. For example, vitamin C is 
not necessary in the food of rats, while its 
absence in the human diet results in the rapid 
development of seurvy. The need of carefully 
controlled dietary studies with normal human 
beings is obvious. While it is a comparatively 
simple matter to maintain. large colonies of ani- 
mals in laboratories under exact nutritional 
conditions it is much more difficult to make 
similar studies in man. 

During the past three years we have very 
fortunately been able to observe a group of 
normal children living in a country institution 
under good hygienic and dietetic conditions. 
All the children were given from 22 to 25 ounces 
of milk daily. Meat was served from 3 to 6 
times weekly and each child received about 3 
eggs a week. Two or three vegetables were Sup- 
plied daily, and fruit, largely in the form of 
apples was given several times a week for nine 
or ten months of the year. The butter consump- 
tion averaged 0.7 ounces per child per day. 
Liberal amounts of eggs, milk and butter were 
used in the preparation of the soups and pud- 
dings. Weekly records were kept of the amounts 
and types of food consumed by the children. 
In Tables I and II typical weekly records of 
food consumption are given. 
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TaBLe I. 
SpEcIMEN MENU 
GEORGE GALLAGHER, AGED 8 YEARS 
- Recess 
Date Breakfast Dinner Supper Milk 
1934 Gm. Gm. Gm. Gm 
Mar. 13 | Whole wheat cereal | 327 | Meat 68 | Bread and butter 114 
Milk * 239 | Turnips and potatoes | 336 | Cake 103 226 
Bread and butter 80 | Gravy 22 | Milk 246 
Bread 12 
Orange (no peeling) 68 
Mar. 14 | Whole wheat cereal | 384 | Potatoes 120 | Bread and peanut butter 129 
Milk 241 | Cabbage 65 | Milk 260 230 
Bread and butter 21 | Turnips 42 
Meat 39 
Gravy 63 
Baked apple 197 
Mar. 15 | Whole wheat cereal | 410 | Curried mince 130 | Bread and jam 165 
Bread and butter 72 | Scalloped potatoes 290 | Milk 246 249 
Milk 262 | Bread 18 
Apple 158 
Mar. 16 | Whole wheat cereal | 315 | Pastry 78 | Bread and butter 126 
Bread and butter 53 | Meat pie 441 Milk 254 233 
Milk 233 | Baked apple 130 | Biscuits 26 
Mar. 17 | Whole wheat cereal | 303 | Beets 162 | Bread and butter 109 
Bread and butter 60 | Potatoes 310 Milk 243 None 
Milk 235 | Cold meat 68 
Mar. 18 | Cornflakes 24 | Irish stew (consisting Milk 224 
Bread and butter 109 of meat, potatoes, Currant bread and butter 139 None 
Milk 240 carrots, etc. 407 
Jelly with fruit 85 
Mar. 19 | Whole wheat cereal | 338 | Baked beans with Bread and jam 165 
Bread and butter 59 tomatoes 330 | Milk 250 233 
Milk 260 | Figs 30 


*The total weekly milk intake was 4,404 g.; 7.e., 154 ounces, or 22 ounces 
daily. In addition milk was used liberally in the cooking. 


This diet fulfills the requirements of our pres- 
ent dietary standards.1. The calories supplied 
daily averaged about 2,300. Fourteen to 15 per 
cent of the calories were supplied by protein, 
of which 35 to 45 per cent was grade A protein. 
The milk supply was good. The breakfast 
cereals consisted almost entirely of oatmeal or 
of whole wheat, which supply considerably more 
vitamin B, and minerals than are supplied by 
the highly milled cereals. The daily iron intake 
varied from 7 to 18 mg., averaging 11 mg. per 
day. The effect of the addition to this diet of 
vitamin B-complex, vitamin D, iron, copper and 
other food substances was studied. The results 
outlined in the following report we believe will 
be of interest to the practising physician, 


Vitamin B-complex.—Vitamin B, is widely, 


but not abundantly, distributed in raw foods. 
The most concentrated sources are yeast and 
wheat germ. Yeast cannot be regarded as a 
common article of food, and, unfortunately, in 


the preparation of most of our cereal foods the 
wheat germ is removed. There is a moderate 
amount of vitamin B, in such foods as egg yolk, 
liver, kidney, carrots, spinach, cabbage, beans, 
peas and other vegetables and fruits, 

It would appear that if one consumed a 
reasonable amount of the above-mentioned foods 
one would obtain an optimal amount of vitamin 
B,. However, vitamin B, is, unfortunately, 
water-soluble. Therefore one must consider how 
much of this food substance is lost in cooking. 
During the past year we investigated the loss of 
vitamin B, which occurred in the cooking of 
spinach. A measured amount of raw spinach 


was dried into a powder on large steam rolls. 
The time of exposure to the heat was only a 
matter of a few seconds. Another lot of spinach 
from the same source was cooked, and along 
with the water in which it was cooked was then 
similarly dried. A third lot of spinach was 
cooked and the water discarded, which is the 
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SPECIMEN MENU 


KENNETH HOWSE, AGED 8 YEARS 






















































































Recess 
Date Breakfast Dinner Supper Milk 
1935 Gm. Gm. m Gm. 
Feb. 1 | Oatmeal 270 | Eggs (2) 86 | Scalloped vegetables mixed, 
Bread 94 | Potatoes 296 consisting of beans, car- 
Butter 19 | Cottage pudding 68 rots, potatoes and turnips | 224 | None 
Milk* 174 | Sauce 104 | Bread 101 
Butter 20 
Milk 184 
Feb. 2 | Oatmeal 272 Beef heart 40 Bread 132 
Bread 86 | Potatoes 164 | Peanut butter 40 .| None 
Butter 16 | Shredded cabbage 42 | Milk 224 
Milk 226 | Shredded carrots 42 | Cake 54 
Feb. 3 | Cornflakes 20 | Headcheese 54 | Raisin bread 144 
Orange 130 | Beets 180 | Butter 36 None 
Bread 126 | Bread 40 | Milk 220 
Butter 15 | Butter 15 
Milk 182 Mince pie 100 
Feb. 4 | Oatmeal 271 | Beans 204 | Baked potatoes 246 
Bread 101 Tomatoes 102 | Bread 86 None 
Butter * 14 Beef 44 Butter 12 
Milk 222 | Bread and butter Milk 224 
pudding with raisins | 340 
Feb. 5 | Oatmeal 270 | Hot scones 90 | Bread 119 
Bread 76 Minced meat (beef) 161 Butter 20 204 
Butter 12 | Raw carrot salad 86 | Cocoa 389 
Milk 235 Cake 110 
Feb. 6 | Oatmeal 254 | Irish stew consisting of Bread 122 
Bread 66 turnips, onions, and Mutton broth 336 204 
Butter 10 carrots 282 | Butter 12 
Milk 206 | Potatoes 184 | Cocoa 421 
Beef 117 
Bread pudding 247 
Feb. 7 | Oatmeal 355 Potatoes 180 Bread 117 
Bread 63 | Minced beef 94 | Currant jam 71 
Butter 11 Carrots 73 | Milk 212 203 
Milk 244 | Lettuce 46 
Tapioco pudding with 
eggs and milk 253 





*The total weekly milk intake was 3,927 g.; z.e., 140 ounces, or 20 ounces 


daily. 


common practice in our kitchens, and the spinach 
without the cooking water was also dried. These 
three powders were then assayed for their 
vitamin B, content, The results, shown in 
Table III, indicate that a large percentage of 
the vitamin B, present in this spinach was lost 
in the discarded water. When one realizes that 
modern dietary standards allow between 30 and 
50 per cent of the calories to be taken in the 
form of purified carbohydrates, such as highly 
milled fiours and sugars, one ean readily see 
the strain which is placed on the remaining 50 
to 70 per cent of the diet to supply the needed 
vitamins. If in addition to this we consider 
that a very large amount of the vitamin B, 
content of vegetables may be lost in the cooking 





In addition milk was used liberally in the cooking. 


process, there is a decided possibility that the 
present-day diet does not supply the amount of 
vitamin B, necessary for optimal nutrition. 

In order to test out this possibility two groups 
of 22 children each were observed. The first, 
the control group, was fed the ordinary diet of 
the institution, which was good. The second, 
or experimental group, was fed the same diet 
with the daily addition of 2 teaspoonfuls (6 
grams) of a vitamin B-complex concentrate 
made from a mixture of yeast and wheat germ. 
By this means about 198 Chick and Roscoe 
vitamin B, units were supplied daily in addi- 
tion to the amount present in the diet. The 
caloric value of the concentrate would not ex- 
ceed 25 ealories daily, which obviously could 
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have no perceptible effect from the standpoint 
of the caloric intake. The children in both 
groups were weighed twice a month. It was 
found that during a period of 7 months the 
eroup receiving the additional vitamin B gained 
at 1.6 times the rate of the control group. 
The fact that the children getting the addi- 
tional vitamin B-complex increased their rate 
of growth indicates that the present ‘‘good’’ 
diet similar to that given in Tables I and II 
does not supply the optimal amount of some 
portion of the vitamin B-complex, probably 
vitamin B,. 

Vitamin D.—What evidence is there that 
under present day conditions an optimal amount 
of vitamin D is not being obtained? Most foods 
do not contain an appreciable amount of this 
vitamin, A recent study? has shown that it 
would require from 600 to 1,000 servings of 
spinach or other vegetable to furnish the 


TABLE III. 


Loss oF ViTaAMIN By WHEN Cooxine WATER 
1s DISCARDED FROM SPINACH 





| 
No. Average Average 
of Diet daily food gain in 
rats consumption| 2 months 
grams grams 
7 |Control diet All died 
(Vitamin B, deficient) 3.6 within 
2 weeks 
7 |Control diet containing 
10% dried raw spinach 9.6 107 
7 |Control diet containing 
10% dried cooked spinach 
including cooking water 8.4 98 
7 |Control diet containing All died 
10% dried cooked spinach within 
without cooking water 6.8 5 weeks 


equivalent in vitamin D of one teaspoonful of 
cod liver oil. A similar lack of vitamin D has 
been found in whole grain cereals. We have 
studied the vitamin D content of egg yolk from 
eggs obtained on the open market in Toronto, 
and have found that the average fresh egg con- 
tained only 23 international vitamin D units,’ 
which is equivalent to one-fourteenth of a tea- 
spoonful of standard cod liver oil. Fish oils, 
which are an excellent source of vitamin D, are 
not ineluded in the ordinary diet after the age 
of infancy. It is obvious therefore that appreci- 
able amounts of vitamin D are not furnished by 
our present diets. 

From what source then does the human race 


obtain its vitamin D? It would appear that the 
most important source is sunshine. Studies 
conducted in this department‘ indicate that the 
vitamin D effect of winter sunshine is only about 
one-eighth that of summer sunshine, and for the 
northern part of the United States and Canada 
this diminished effect lasts for approximately 
four months of the year. In addition, it is well 
established that the effective ultraviolet rays are 
diminished by many other factors. For ex- 
ample, these rays do not penetrate clothes; they 
are cut off by ordinary glass; and the smoke 
and dust over most cities reduce them by no 
less than 50 per cent. It is evident therefore 
that our whole modern method of living tends 
to diminish the vitamin D effect of sunshine. 

It is universally acknowledged that vitamin 
D must be given during the first two years of 
life in order to prevent rickets. However, its 
need after this age has not been so generally 
recognized. As rickets is limited largely to in- 
faney some other criterion must be used to 
determine whether this vitamin is obtained in 
optimal amounts after this age. Since vitamin 
D is necessary for the optimal growth and pre- 
servation of the teeth, studies on dental caries 
were instituted, We observed the development 
of tooth decay in approximately 175 children 
for a period of one year.’ They were divided 
into two groups; the first, the control group, 
was fed the regular good diet of the institution 
(Tables I and II); to the diet of the second 
group additional vitamin D, in the form of 
viosterol, was added. No change was made in 
the routine care of the children in either group. 
All the children brushed their teeth each day. 
As the institution was some miles from Toronto, 
and the children spent a great deal of time out- 
doors, they probably received more sunshine 
than the average child living at home. A dental 
examination was conducted with meticulous 
eare. In addition to the hard and soft tissue 
instrumental examination many hundreds of 
x-rays were taken. After one year on the diet, 
the teeth were re-examined as before, and it 
was found that the average number of new 
cavities per child in the vitamin D group was 
less than one-half the number in the control 
group. The fact that decay of the teeth was cut 
in two by the administration of vitamin D to 
children living under good hygienic and dietetic 
conditions indicated that the optimal amount of 
this vitamin was not being received by these 
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children. From this it is evident that addi- 
tional amounts of vitamin D should be admin- 
istered after the age of infancy, at least to 
children living in Canada and the northern por- 
tion of the United States. 

Iron and copper.— Nutritional authorities 
consider that we need from 6 to 16 mg. of iron 
daily. 7 The amount of copper necessary each 
day for the optimal formation of hemoglobin 
in children is about 0.1 mg. per kilo. of body 
weight. The total amount of iron supplied by 
the diet outlined in Tables I and II varied from 
7 to 18 mg. daily, averaging 11 mg. Studies 
were made’ of the effect of additional iron and 
copper on the hemoglobin content of the blood. 
Two groups of children were taken. The first 
group was fed the routine diet as noted in 
Tables I and II. With the second group addi- 
tional iron and copper were furnished by sub- 
stituting for the breakfast cereals, as noted, an 
equivalent amount of a cereal mixture which is 
rich in these minerals.2° Approximately 3 
ounces of this cereal mixture were used each 
day, which increased the daily intake of iron 
by 26 mg., and copper by 1.2 mg. Hemoglobin 
determinations were made by the Newcomer 
method at monthly intervals for a period of 19 
months. The hemoglobin of the group receiv- 
ing the additional iron and copper steadily in- 
creased until it reached a point approximately 
20 per cent higher than that found in the con- 
trol group. This well-maintained increase in 
hemoglobin in normal children which followed 
the addition of a food rich in iron and copper 
to an already excellent diet indicates that our 
present dietary standards may not supply iron 
and copper in optimal amounts. 

Other food substances.— As already men- 
tioned, when 198 Chick and Roscoe vitamin B, 
units, in the form of a concentrate, were ad- 
ministered daily to a group of children their 
weight increase was 1.6 that of the control 
group of children who were living on exactly 
the same diet. When a third group of similar 
children on the same control diet were fed daily 
3 ounces of the special cereal mixture in place 
of the 3 ounces of the regular cereal (Tables I 
and II), it was found that their weight increase 
was 2.4 times that of the control group. The 
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daily amount of vitamin B, furnished by the 
cereal mixture was 136 Chick and Roscoe units. 
This mixture also furnished 81 Chick and Roscoe 
units of vitamin B,. As 198 Chick and Roscoe 
vitamin B, units and 96 Chick and Roscoe vita- 
min B, units in the form of the concentrate 
produced a weight increase of only 1.6 times 
that of the control group some factor influenc- 
ing weight increase other than vitamins B, and 
B, must have been furnished in the cereal 
mixture. As this mixture is rich in calcium, 
phosphorus, iron and copper, and in addition 
contains many other minerals, as well as vita- 
mins A and H, it is possible that present day 
diets do not contain one or more of these food 
substances in amounts necessary for optimal 
growth. 


SUMMARY 


Thirty to 50 per cent of the calories consumed 
in a diet composed according to our present 
dietary standards may be furnished in the form 
of purified carbohydrates, such as highly milled 
flours and sugars. These carbohydrates are 
practically devoid of minerals and vitamins. 
The remaining 50 to 70 per cent of the diet 
must supply the amount of minerals and vita- 
mins necessary for optimal nutrition. 

Evidence has been given that present dietary 
standards may not furnish an amount of the 
vitamin B-complex, vitamin D, iron and possibly 
other food substances in amounts necessary for 
optimal nutrition. 
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VINYL ETHER OBSTETRICAL ANASSTHESIA FOR GENERAL PRACTICE* 


By WESLEY Bourng, M.D., M.Sc., F.R.C.P.(C.), 
Montreal 


LTHOUGH the usefulness of vinyl ether in 

obstetrics has already been described,’ this 
drug may be dealt with again on account of 
its employment being continued at the Royal 
Victoria Montreal Maternity Hospital, from 
which increased confidence has been gained con- 
cerning its relative safety. It is therefore pro- 
posed to recount some of its effects, particularly 
those on the liver; to add new information about 
its action on this organ; and to point out that 
this agent seems to be especially suitable for 
obstetrical anesthesia in general practice. 

The original report on the use of vinyl ether 
in obstetrics gave an account of its administra- 
tion to 152 parturient women and a detailed 
analysis of the first 50 cases. The conditions of 
the patients as well as the procedures of delivery 
varied considerably. Several of the women were 
‘‘toxie’’, and the deliveries varied from spon- 
taneity to high-forceps and low Cesarean sec- 
tion. The vinyl ether was administered either 
by dropping it on a small ‘‘open’’ mask, or with 
oxygen in a closed system having a carbon 
dioxide absorption attachment (Foregger). The 
latter method is much more desirable, as it not 
only precludes asphyxia and waste of material 
but affords a means of mixing vinyl ether vapour 
with any of the anesthetic gases. Whenever it 
seemed advisable a preliminary period of inter- 
mittent evanescent anesthesia (it is almost im- 
possible to produce analgesia with vinyl ether) 
was produced for each earlier severe labour 
pain. 

Among the first 50 cases, the bromsulphalein 
dye test? for liver function was carried out on 
4, including a very ‘‘toxic’’ woman of the renal 
type, <A striking comparison was afforded by 
these liver funetion test findings and those 
after chloroform administered under similar 
conditions. The data showed that after vinyl 
ether very little dye was retained in the blood; 


* Read by invitation at the Joint Meeting of the 
American and Canadian Medical Associations, Section of 
Obstetrics and Gynecology, Atlantic City, June 14, 1935. 

From The Royal Victoria Montreal Maternity Hos- 
pital. 


that is, there was practically no liver damage, 
while the administration of chloroform was fol- 
lowed by marked dye retention, indicating 
definite liver impairment. Leake, Knoefel and 
Guedel* have reported no gross pathological 
changes in the liver, heart, lungs, kidneys and 
other tissues of dogs; Goldschmidt, Ravdin, 
Lucke, Muller, Johnston and Ruigh* found liver 
necrosis in dogs only after vinyl ether had been 
given for three hours, and none in monkeys. 
Although fully appreciating the value of these 
findings, Raginsky and I thought it worth while 
to study the actions of vinyl ether upon the 
liver more thoroughly.® Accordingly, it was 
administered to normal dogs, to dogs with 
chloroform-damaged livers, and to partially 
starved dogs, and the liver function was meas- 
ured by the previously mentioned dye test. The 
following is quoted from the results. 

1. Vinyl ether anesthesia in normal dogs does not 
alter the liver function appreciably. In those cases 
where cyanosis is a feature of the anesthesia moderate 
liver damage occurs, which is not due directly to the 
drug but to the associated anoxemia. 

2. Vinyl ether anesthesia does not enhance the liver 
function damage produced previously by the inhalation 
of chloroform, nor does it delay the period of recovery 
from this damage. 

3. The effect of vinyl ether anesthesia upon the 
liver function in partially starved dogs is not appreciably 
different from that produced in normal animals. 

The problem of the effects of anesthetics on 
the liver has been approached in another man- 
ner by Dr. Hans Molitor,® of the Laboratories 
for Pure Research, Merck & Company. He in- 
serts cannule in the bile duct and in the duo- 
denum of rabbits, then he collects, measures and 
weighs the bile and re-injects it into the duo- 
denum. The bile passes a drop-recorder before 
being collected, so that the slightest change in 
the bile secretion may be recorded. In a control 
animal the bile-flow over a period of four hours 
shows a pronounced decrease during the first 
hour and a very slow and gradual increase dur- 
ing the following two hours. When chloroform 
is administered to such an animal, he records 
an immediate decrease in bile secretion, which 
continues after the anesthetic has been with- 
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drawn. When ethyl ether is used he finds a 
very slight initial decrease and a subsequent 
inerease in the flow of bile, not unlike that of 
the control animal. When such an experiment 
is done with vinyl ether, whether the material 
is purposely pure or impure, there is no change 
in the usual flow of bile, even though the ad- 
ministration lasts for two hours and the anes- 
thesia is profound, Dr. Molitor has gone on to 
show the powerful effects of anoxemia in this 
regard. He applies a mixture of 95 per cent 
nitrous oxide and 5 per cent oxygen, and ob- 
tains a prompt drop in the flow of bile; in fact, 
the secretion comes almost to a stop. At this 
point he changes to a mixture of 80 per cent 
nitrous oxide and 20 per cent oxygen, along with 
a sufficient amount of vinyl ether to produce 
very deep anesthesia, and in spite of the vinyl 
ether the bile starts to flow again, reaching its 
normal rate within five minutes. 

Seemingly antithetical to these five sets of 
favourable findings concerning the actions of 
vinyl ether on the liver, there is a brief account 
in a footnote to one of the above-mentioned 
papers* of two cases with ‘‘evidence of central 
lobular necrosis of the liver’’. These cases were 
reported through the kindness of Dr. Dean 
Lewis, of the Johns Hopkins Hospital. I have 
obtained permission from Professor Lewis to 
publish the following more extended details of 
these two fatalities. 

““Mrs. H.G., white, aged twenty-three, was admitted 
to the accident room at 10 p.m. on July 11, 1933, com- 
plaining of abdominal pain of two days’ duration. The 
examination showed an obese woman (76 kilograms), 
of sallow complexion, who was obviously sick. The 
abdomen was pendulous and full, with definite tender- 
ness on deep pressure in the right lower quadrant. 
There was nothing striking in the rest of the physical 
examination. The throat was clear, the lungs appeared 
normal, the heart was of normal size, with an apical 
blowing systolic murmur. There was no _ peripheral 
edema. The blood pressure was 110/65. The white 
blood cells were 19,250. The diagnosis was appendicitis. 

‘¢ An exploratory laparotomy with appendicectomy was 
performed July 12, 1933, under vinesthene anesthesia. 
The induction period was eight minutes. The patient 
was mildly hysterical and non-cooperative prior to 
anesthesia, but induction was smooth and rapid, and 
there was no anoxemia. Complete relaxation was easily 
obtained, but an amount in excess of the usual dosage 
of vinesthene was required. The operation was com- 
pleted in one hour and thirty-five minutes, and 275 c.c. 
of the agent were used. The patient was fully con- 
scious six minutes after cessation of anesthesia. 

‘<The immediate pre-operative course was uneventful, 
with the exception of slight nausea and vomiting on 
‘the second day. On the fourth and fifth days the 
patient complained of heartburn, chest pain and head- 
ache. The physical examination was negative, with the 


abdomen soft. Early on the sixth day the pulse rose 
to 160, respirations to 35-40, and the patient became 





unresponsive; the arms were spastic and the pupils 
dilated but reacted to light. The white blood cells were 
30,000. The respirations gradually slowed and she died 
in mid-afternoon in apparent respiratory failure. The 
impression was that of a cerebral vascular accident 
involving the basal nuclei, or multiple fat emboli. The 
autopsy report was as follows: ‘Slight fat embolism; 
mid-zonal necrosis of liver; vinesthene anesthesia; acute 
splenic tumour; chronic cystitis, slight; slight ulceration 
of vaginal mucosa; wide foramen ovale; hematoma and 
necrosis of subcutaneous tissue around the operative 
wound’,’’ 


‘¢Mr. J.H.R., white, aged fifty-four, was admitted to | 
the hospital on July 18, 1933, complaining of epigastric 
discomfort after meals and loss of weight (15 to 20 lbs.). 
The physical examination was negative, except for slight 
loss of weight, ventral hernia and bilateral inguinal 
hernia, and very slight tenderness on deep pressure in 
the epigastrium, The liver was not enlarged; the blood 
pressure was 165/90; hemoglobin 42 per cent. The 
white blood cells were 8,400. The urine showed albumin 
one plus. Transfusion of 500 ec. of citrated blood 
increased the hemoglobin to 62 per cent. The operation 
was performed on July 25, 1933. <A resection of the 
stomach with gastro-enterostomy was done under 
vinesthene anesthesia (350 ¢.c.). The duration of the 
operation was two hours and forty minutes. The opera- 
tion revealed a large carcinoma of the stomach pos- 
teriorly, with several small suspicious pinpoint white 
spots in the liver. The patient left the table in good 
condition and was fully conscious ten minutes after 
completion of the operation. The induction was rapid 
and smooth with no cyanosis. Maintenance anesthesia 
was light throughout, and the patient was satisfactorily 
relaxed for the surgeon. The physical condition was 
excellent on the evening of operation, with temperature 
100°; pulse 98; respirations 20. There was no nausea 
or vomiting. On the second day after operation the 
temperature was 101°; pulse 100-130; respirations 24, 
patient drowsy but quite comfortable. He voided 125 
c.c. of bloody urine. On the fourth day after operation 
at 2.30 a.m. the patient died suddenly in apparently 
normal sleep, with no previous changes in the tempera- 
ture, pulse or respirations. The impression was, sudden 
massive hemorrhage. The autopsy report was: ‘ Localized 
peritonitis; central and mid-zonal necrosis of the liver; 
pulmonary edema; adenoma of the prostate; pyelitis 
cystica; extreme mononuclear infiltration of papille and 
pyramids of kidney; solitary calcified tuberculous nodule 
in left upper lobe’. 

*¢In each case the vinesthene was administered by 
the open drop method, using a chloroform mask with 
eight thicknesses of gauze. No oxygen was used and 
there was no anoxemia at any time in either case.’’ 


Although it is true that the first case showed 
mid-zonal necrosis, it is pointed out that when 
liver necrosis does follow anesthesia it usually 
occurs at the centre of the lobule; and whereas 
in the second ease there was central as well as 
mid-zonal necrosis of the liver, this man was 
very wasted, very anemic, had a large carcinoma 
of the stomach, with a suspicion of metastases 
in the liver, and was subjected to an operation 
which lasted two hours and forty minutes. In 
fairness it must be conceded that his was a 
hazardous outlook and that the liver necrosis 
may not be attributed too seriously to the vinyl 
ether. 
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Since the previously-mentioned 152 vinyl 
ether anesthesias there have been 500 more in 
this clinic, making a total of 652 administrations 
of vinyl ether to parturient women of all kinds 
and conditions. Among all of these there was 
only one ease which was followed by untoward 
results, namely : 


A patient aged 23, primipara, due March 19, 1935, 
was admitted to hospital on February 27th in indifferent 
labour. Pregnancy had been apparently normal through- 
out. Labour progressed normally and the patient was 
delivered spontaneously of a living child. Vinyl ether 
had been given for 40 minutes. Some 30 hours later 
jaundice developed, which increased daily. Analyses of 
the blood showed rapidly increasing urea, uric acid, 
non-protein nitrogen, and van den Bergh (indirect). 
The urinary output dropped to practically zero. The 
patient became first restless and then comatose; the 
jaundice deepened; blood transfusions, salines and 
glucose intravenously seemed to do no more than prolong 
life. Finally, after five days of illness, she died. The 
last figures of chemical analyses of the blood were: 
urea 1.75; urea N.140; urie acid 21.4; creatinine 11.0; 
amino acids 18.1; van den Bergh, indirect, 30 units. 
A post-mortem examination was refused, but a small 
piece of liver was obtained through an abdominal in- 
cision. The following is the report (Ref. No. 489) of 
Prof. T. R. Waugh, of the Pathological Institute of 
McGill University: 

‘*Piece of liver—Specimen consists of two lima 
bean-sized pieces of liver, yellowish green with red 
punctate markings. Microscopic examination.—Section 
shows a hemorrhagic necrosis of the parenchyma which 
starts about the periportal spaces and invades a zone 
of the lobule varying from 3 to 6 cells deep in this area. 
The remaining parenchyma shows some fatty meta- 
morphosis. The picture agrees with that met with in 
eclampsia. 

‘* Anatomical swmmary.— Periportal hemorrhagic 
necrosis (eclampsia).’’ 


Having now obtained more exact knowledge 
of the pathological findings concerning the two 
deaths at the Johns Hopkins Hospital, men- 
tioned above, and with Professor Waugh’s report 
before me, I feel justified in the belief that 
vinyl ether was not the cause of the liver dam- 
age in any of these three eases. Although I do 
admit that it probably did enhance liver impair- 
ment in the first two anesthesias, which were 
unusually long, yet it is very likely that the 
results would have been the same had ethyl 
ether been the anesthetic. This opinion is ex- 
pressed because it has already been clearly 
shown from repeated experiments that vinyl 
ether does not effect any more impairment of 
hepatic function than does ethyl ether. In 
these experiments there were no complicating 
factors and the conditions were under absolute 
control. Who can say with any sense of assur- 
ance that the livers of these three clinical cases 
were not diseased before the administration of 
vinyl ether? 





Another argument in favour of vinyl ether 
has recently come from the Pharmacological 
Laboratory of the University of California 
Medical School. Peoples and Phatak’ made a 
comparative study of the effects of ethyl. ether, 
ethylene and vinyl ether on rabbit intestine. 
They found that whereas ethyl ether always 
caused an immediate and marked loss of tone 
and inhibition of movement of the gut muscle, 
and ethylene caused a slight and transitory loss 
of tone with an occasional increase in the ampli- 
tude of contraction, vinyl ether uniformly in- 
creased the tonicity of the intestine. They 
conclude that their observations on the action of 
vinyl ether on isolated intestinal muscle indicate 
that in this respect, as in other phases of its 
pharmacological action, it has properties resem- 
bling ethylene more than ethyl ether. Indeed, 
since it definitely increases intestinal muscle 
tonus, it may be expected to be followed by even 
less post-operative stasis when used clinically 
than ethylene, which is reputedly so much 
better in this desideratum than ethyl ether. 
This would seem to be a point in favour of the 
use of vinyl ether in operative obstetrics, espe- 
cially Cesarean section, as against ethyl ether. 


In verification of this work of Peoples and 
Phatak, Molitor® has shown me a tracing of 
intestinal action recorded by the method of 
Straub and Viaud® which shows that vinyl ether 
does not interfere with the automatic movements 
of the intestines, whereas ethyl ether will stop 
these movements. Molitor has done similar ex- 
periments on the uterus. He finds that, like 
ethyl ether, vinyl ether does not affect uterine 
contraction, which supports the impressions re- 
ceived in this clinic, 

Since the more extended employment of vinyl 
ether in this clinic, with the exception of the 
ease of eclampsia, described above, there has 
been no question of untoward effects. Its entire 
suitability for use in obstetrics has become very 
convineing, and, although those of our patients 
who have had it by the ‘‘open’’ method have 
done well enough, there can be no doubt that 
it is better to administer vinyl ether with 
oxygen, if for no other reason than that every 
anesthetist knows something of the benefits of 
adding oxygen to anesthetic vapours. Ravdin® 
states that ‘‘There is no doubt that the increase 
of necrosis in the experimental animal is marked- 
ly reduced when a plentiful supply of oxygen 
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is at hand’’. The extreme volatility of vinyl 
ether is such that it is very wasteful to give it 
by the ‘‘open’’ method. It is therefore prefer- 
able to employ a closed-system apparatus, fitted 
for supplying oxygen and for absorbing carbon 
dioxide, so that a very small quantity of anes- 
thetic will suffice for the longest case; in other 
words, the longer the anesthesia, the smaller 
will be the quantity used per unit of time. Such 
an apparatus should be cheap, and should in a 
short time more than pay for itself. 


SUMMARY 


1. When vinyl] ether is used to produce anes- 
thesia sufficient for obstetrical procedures it does 
not cause liver damage, nor does it interfere 
with muscular activity in the intestines and in 
the uterus. 

2. Vinyl ether is particularly suitable for 
obstetrical anesthesia in general practice on 
account of its safety for mother and child, its 
ease of administration, the rapidity of its action, 


the satisfactory maintenance of any desired 
degree of narcosis, and the early uneventful 
recovery. 

3. Although vinyl ether may be given with 
relative safety by the ‘‘open’’ drop method, it 
is preferable that it be administered in a 
‘‘elosed’’ manner with oxygen. 
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AN INVESTIGATION OF THE ROLE OF ANAEROBIC STREPTOCOCCI IN 
INFECTIOUS DIARRH@A IN TORONTO* 


By Marion M. JoHNsTON, PH.D. AND Miuprep J, Kaake, B.H.Sc., 


Toronto 


N a study of infectious diarrhea in infants 

and children, extending over a period of about 
five years, species of dysentery and paratyphoid 
bacilli have been isolated from cultures of the 
feces. Thus in the first series’ of 172 cases in 
infants under 2 years of age, 52 per cent showed 
evidence of enteral infection, either by isolation 
of the causal species from the feces, or by ag- 
glutination of a recognized pathogen by the 
patient’s serum. Only 1 of 107 controls showed 
the presence of a suggestive species in the stool, 
and that control gave a history of diarrhea 
previous to hospitalization. In the second 
series? 67 per cent of the stools of 111 infants 
under 2 admitted to the Hospital for Sick 
Children with a diagnosis of infectious diarrhea, 
and 66 per cent of the stools of 59 children from 
2 to 12 years of age suffering from the same 
complaint, yielded pathogenic microorganisms, 


* From the wards and laboratories of the Hospital 
for Sick Children and the Department of Pediatrics, 
University of Toronto, under the direction of Alan 
Brown. 


mainly species of dysentery bacilli. The third 
study*® showed microérganisms of the same group 
in the feces of 51, or 73 per cent of 70 babies 
under 2 years of age, 

In 1934 Cooper, Keller and Johnson*® ® pub- 
lished the results of an investigation wherein 
they put forward claims for a minute strepto- 
coceus as the etiological species in an epidemic 
of enteritis in 46 infants and children. This 
species was isolated from stool and throat cul- 
tures and at post-mortem from various portions 
of the viscera. Cooper designated it ‘‘Strepto- 
coceus micro-apoikia enteritidis’’, a very minute 
green-producing streptococcus which grew very 
anaerobically. This species was distinguished 
culturally by its utilization of inulin and in- 
solubility in bile. When broth cultures were 
injected into rabbits and monkeys the animals 
usually died and typical pathological lesions 
were produced in the intestinal tract, from which 
the streptococci were recovered. Normal animals 
apparently did not harbour the species. Strep- 
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tococci from human pathological conditions other 
than enteritis usually failed to produce intes- 
tinal lesions when injected into rabbits. More- 
over they found that the serum of convalescent 
rabbits protected rabbits against injections of 
this species. 

During the autumn of 1934 an attempt was 
made to isolate a streptococcus comparable to 
the species described by Cooper from cases of 
infectious diarrhea in infants admitted to this 
hospital. 

Nose and throat cultures were streaked on 
blood brain veal agar. The swab was then in- 
serted into minced brain broth. Stool cultures 
were streaked on the blood brain veal agar 
plate and on MacConkey lactose bile agar, A 
set of blood plates was prepared for aerobic and 
for anaerobic growth. The anaerobic incuba- 
tion was accomplished by putting the plates 
into an anaerobic jar from which the air was 
exhausted and partially replaced by carbon 
dioxide. The brain broth cultures of nose, 
throat and fxces were also incubated anaerobi- 
eally. After 48 hours incubation the broth cul- 
tures were streaked on fresh brain blood agar 
plates, which were again incubated anaerobi- 
cally. Tiny colonies, suggestive of streptococci, 
were picked and transferred to brain veal broth. 
After ineubation poured blood plates were pre- 
pared from which colonies were selected for 
testing acid production in media containing a 
suitable indicator and 1 per cent of each of the 
following substances, as used by Cooper,® dex- 
trose, lactose, saccharose, inulin, maltose, raf- 
finose, salicin and mannite. 

Bile solubility tests were carried out with the 
various streptococcus strains isolated. 

Cultures were taken from 27 infants under 
2 years of age admitted to the Hospital for Sick 
Children. Streptococci were isolated from the 
noses and throats of 15; from the feces of 2 
of these; and from the feces of 4 others whose 
nose and throat cultures yielded no streptococci. 
No strains comparable to that described by 
Cooper were obtained. The strains isolated from 
the feces were not similar to those isolated from 
the nose in the two cases where strains were 
obtained from both sources. 

From the feces of 16, or about 59 per cent, 
of these infants definitely pathogenic strains of 
Gram-negative bacilli were isolated; from 9 
others, or about 33 per cent, strains of less well 
established pathogenicity were cultured. The 





feces of only two yielded no suggestive species. 
No streptococci were isolated from these two. 
Eleven strains of B. dysenterie Sonne, 3 of B. 
dysenterie Hiss-Russell, 3 of B. dysenteriae 
Schmitz, 2 of B. asiaticus, 3 of B. morgani, 2 of 
B. pyocyaneus, and 13 unidentified strains were 
cultured. As in our previous experience* the 
significant species occurred alone or in mixtures 
of two or more, sometimes associated with species 
of less well-accepted pathogenicity. 

No serological tests were carried out. 

The six fecal streptococcus strains were grown 
in broth for 18 hours. Then 2.5 ¢.e, of each of 
these cultures were injected intravenously into 
young healthy rabbits whose feces had yielded 
no streptococci similar to the strains about to be 
injected. No etfeect was produced upon the 
animals. 


SUMMARY 


No streptococci similar to Cooper’s Strepto- 
coccus micro-apoikia enteritidis were isolated 
from the nose, throat or feces of 27 infants 
admitted to the Hospital for Sick Children suf- 
fering with infectious diarrhea. 

Strains of dysentery bacilli, Sonne, Hiss- 
Russell, and Schmitz, were isolated from 16, or 
about 59 per cent of the 27; from 9 others, or 
about 33 per cent, strains of Gram-negative 
bacilli of less well established pathogenicity were 
cultivated. Only two appeared to be entirely 
negative. 


CONCLUSIONS 


An unsuccessful attempt to isolate an anae- 
robie streptococcus from cases of infectious 
diarrhea in infants was made. Fecal cultures 
from the majority of these same cases yielded 
strains of dysentery bacilli. Either the strepto- 
cocci failed to grow under the conditions pre- 
pared, or they were not the etiological factors 
in such infections in Toronto. 
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CALCIUM AND HASMOGLOBIN: THE INFLUENCE OF A CABBAGE DIET 
ON THE HASMOGLOBIN OF THE RABBIT* 


3y JOHN FERGUSON AND ARDREY W. Downs, 


Edmonton 


T has been suggested that a relationship may 

exist between the calcium and the hemoglobin 
of the blood, Brown and Roth* reported that 
serum calcium was higher than normal in eases 
of polycythemia vera; Benedict and Turner? 
found no significant variation in serum eal- 
cium under such circumstances. Kauftheil and 
Kisch® *° observed that in anemia the blood 
calcium was below normal in most of the cases 
investigated, but that the blood calcium varied 
little with the degree of anemia in rabbits. 
Becker? noted that the calcium of the serum 
was normal in pernicious anemia. Further, 
various investigators have reported on the in- 
fluence of a cabbage diet on the serum calcium 
in rabbits. Dupré and Semeonoff’? concluded 
as a result of their study that ‘‘cabbage fed to 
rabbits causes a marked rise in the serum eal- 
cium’’, while Culhane® reported that ‘‘the con- 
sumption of cabbage produces a definite, though 
temporary, rise in serum calcium of rabbits’’. 
Kapsinow and Underhill® considered that ‘‘it 
is impossible to state that cabbage has a definite 
ealcium-raising substance’’. 

Variations in blood ecaleium have been at- 
tributed to loss of blood either for the purpose 
of rendering the animal anemic or for obtaining 
samples of blood for the determinations. Cul- 
hane (loc. cit.), Mirvish and Bosman," and 
Dupré and Semeonoff (loc. cit.) did not consider 
that withdrawal of blood had a significant effect 
on the calcium level, while Kapsinow and Under- 
hill (loc. cit.) and Charles* were of the opinion 
that bleedings may influence the calcium of the 
samples, 

It appeared to be of interest to compare the 
effect on the hemoglobin of the blood of normal 
rabbits of a diet consisting almost exclusively 
of cabbage with one of greater variety. To de- 
termine this 10 rabbits were fed for twelve 
weeks on a diet consisting of 250 grams of 
eabbage per rabbit daily, 50 grams of oats and 





* From the Department of Physiology and Pharma- 
cology, University of Alberta, Edmonton. 


20 grams of hay per rabbit once a week and 
water ad libitum. Five control rabbits were 
fed concurrently on carrots, turnips, hay and 
water. At the end of the period blood was 
drawn from the ear vein of each animal at ap- 
proximately the same time of day and red blood 
corpuscle counts and hemoglobin determinations 
were made. The red blood corpuscle counts 
were made with the Thoma-Zeiss hemacyto- 
meter and the hemoglobin determinations with 
the Fleischl-Miescher hemometer. Counts of the 
reticulocytes were made also on six of the 
cabbage rabbits and three of the controls. For 
this the method of staining reported by Cun- 
ningham® was used. Two slides were prepared, 
and two thousand cells counted in each instance. 

The data in Tables I and II are very similar 
to the results which we have obtained for the 
ordinary rabbit in this district. The higher 
figures for the controls might be attributed to 
the more varied diet which they received. 


TABLE I. 


CABBAGE-FED RABBITS 


Mean 
+Standard| Range _ | Standard 
Error Deviation 
Red Blood Corpuscles | 6.12+0.25| 5.0- 7.2| +0.79 
(in millions) 
Hemoglobin......... 65.36 + 2.14 | 53.2—75.2| +6.78 
(percentage) 
Reticulocytes........ 1.31 +0.06| 1.08-1.47| +0.15 
(percentage) 
TABLE II. 
ConTROL RABBITS 
Mean 
+Standard| Range | Standard 
Error Deviation 
Red Blood Corpuscles | 6.76+0.49| 5.3- 8.4] + 1.11 
(in millions) 
Hemoglobin......... 75.68 = 6.58 | 50.4 — 87.6} +14.70 
(percentage) 
Reticulocytes........ 1.53 +0.10}| 1.84-1.65| += 0.17 
(percentage) 
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CONCLUSION 


The feeding of cabbage to rabbits for a period 
of twelve weeks did not increase the number 
of erythrocytes or of reticulocytes, nor the 
amount of hemoglobin in the circulating blood. 


The expenses of this research were defrayed in part 
y a grant from the Carnegie Corporation of New York. 
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POISONING FROM PHENOBARBITAL (LUMINAL) 


(WITH REPORT OF A FATAL CASE AND REVIEW OF FATALITIES PREVIOUSLY REPORTED) 


By E. P. Scaruert, M.B., F.R.C.P.(C.) anp D. S. Macnas, M.D., F.A.C.S., 


Calgary Associate Clinic, 


Calgary 


N recent years drugs of the barbiturate group 

have been so widely used in both medical and 
surgical conditions that there has been a tend- 
ency to overlook their limitations and, particu- 
larly, their possible toxie effects, A fatal case 
recently occurring in our practice has prompted 
us to review barbiturate therapy in general and 
more especially the possible dangers of pheno- 
barbital in therapeutic doses. Such an inquiry 
would seem timely in view of the increasing 
interest in this subject and the large number of 
communications which have appeared in recent 
years dealing with barbiturie acid derivatives. 
The discussion before the Royal Society of 
Medicine in 1933, reviewing the dangers of the 
barbiturates, and in particular the strictures 
passed on this group of drugs by Sir William 
Willcox? on that occasion, have served to focus 
attention sharply on this problem. The oppos- 
ing views of Gillespie and others started a 
debate which is still going on. The beneficial 
effects which these drugs have shown in certain 
conditions, the use of such agents not only as 
sedatives and hypnotics but as anesthetics, and 
the constant introduction of new members of 
the group under various trade names, more than 
justify a critical review of the dangers inherent 
in the use of these substances. It is not pro- 
posed to draw any conclusions concerning the 


relative merits of the various members of the bar- 
biturie acid group, but rather to discuss the 
toxic manifestations which may accompany their 
use in ordinary therapeutic doses. 


History 


Fischer and Von Mering in 1903 described 
the barbiturie acid hypnotic di-ethyl-barbiturie 
acid, a derivative of urea and malonie acid, 
which was introduced as veronal (barbital). 
Shortly after they introduced the sodium salt 
of barbital under the proprietary name of 
medinal (veronal sodium). In 1913 a second 
derivative was announced in which one of the 
ethyl groups was displaced by a phenyl group. 
This derivative, phenyl-ethyl-barbituric acid, is 
the proprietary agent known as luminal and 
now official under the name phenobarbital. Sub- 
sequently numerous hypnoties of the same Series 
have been developed in which the ethyl groups 
are replaced by alkyl and other radicles. Among 
these are amytal (iso-amyl-ethyl-barbituric 


acid), dial (di-allyl-barbiturie acid), neonal 
(N-butyl-ethyl-barbiturie acid), nembutal (so- 
dium salt of ethyl-methyl-butyl-barbituric acid), 
allonal (a combination of allyl-isopropyl-bar- 
biturie acid with amido-pyrin), and evipan (N. 
methyl]-cyclo-hexenyl-ethyl-barbiturie acid). In 
1923 the intravenous and intramuscular use of 
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barbituric derivatives was introduced. Since that 
time there has been a widespread application of 
the barbiturates in the fields of surgery, ob- 
stetrics, psychiatry, and in the treatment of 
convulsions of varying etiology. 


CHEMISTRY 


The chemistry of barbiturie acid and its 
derivatives has been discussed in a comprehen- 
Sive way by Collins and Leech.? Barbituric 
acid, as we have already stated, is prepared by 
the condensation of malonic acid and urea, and 
hence it is capable of yielding derivatives in a 
manner similar to maloniec acid itself by sub- 
stitution of the methylene hydrogens of the 
malonie acid residue. These substitution deriva- 
tives serve as hypnotics. It follows therefore 
that, from a chemical point of view, these com- 
pounds are more closely related than any other 
large group of similar pharmaceutical agents. 

It should be noted, in surveying the large 
number of derivatives thus evolved, that the 
addition of alkyl radicles of higher molecular 
weight than ethyl adds to the toxicity of the 
substance. For this reason luminal, dial, amytal, 
and nembutal are all more toxic than veronal. 
Launoy and Contiére, taking veronal as unity, 
found that the relative toxicity for dial is 3-1, 
for amytal 10-1, and for nembutal, 10-1. 


PHARMACOLOGY 


In general the action of the barbituric acid 
derivatives in man is similar, the various agents 
acting as hypnotics, sedatives, or analgesics, de- 
pending on the amount administered. Wagner? 
has provided a useful division of the barbitur- 
ates into two groups; the shorter-acting drugs, 
of which the more commonly used are pento- 
barbital sodium (nembutal), amytal, evipan, 
and pernocton ; and the longer-acting, consisting 
of phenobarbital, neonal, allonal, dial, and bar- 
bital. From the clinical point of view we believe 
that a knowledge of this pharmacological 
property is of primary importance. 

Numerous reports have been made on the 
pharmacological effects of the various barbiturie 
acid derivatives. The effect on respiration is a 
sedative one, but in doses producing a deep 
nareosis the respiratory system is definitely de- 
pressed. Generally, there is a temporary fall 
in blood pressure due to vaso-dilatation, this 
fall being less pronounced when the longer- 
acting drugs are given. There is no untoward 
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action on the heart. The basal metabolic rate 
is little affected. The effect on the gastro- 
intestinal tract and on the liver is negligible. 
The affinity of barbiturie acid derivatives for 
the nervous system has been shown by demon- 
strating the presence of these agents in definite 
regions of the nervous System, particularly in 
the mid-brain and thalamus (indicating that 
these regions are significant in sleep), and in 
the spinal cord. The psychological effect in- 
duced by the administration of the barbiturates 
is in the main to decrease apprehension and 
produce a mild feeling of well-being. | 

The main avenue of elimination of the bar- 
biturates is through the kidneys. Estimation of 
barbital in various organs has indicated that the 
kidneys contained large amounts of the drug. 
It has further been shown that bilaterally 
nephrectomized dogs failed to recover from 
barbital anesthesia. Diuretic measures have not 
increased the rate or the total amount of 
excretion. 

Convineing reports on the cumulative effect 
of the barbiturates are relatively few. -However 
it is generally agreed that these compounds are 
fairly rapidly exereted and cumulation rarely 
occurs. It is important however to state, that 
where the drug is taken regularly, the toxic 
effect of the drug may be cumulative. This has 
been particularly observed in objective nervous 
symptoms, such as mental depression, ataxia, 
and indistinet speech, which have occurred in 
such cases. As Purves Stewart has observed, 
these drugs have a widespread action on the 
whole brain, but on occasion, may have a selec- 
tive action upon special groups of nerve cells, 
thus producing clinical nervous symptoms, Such 
selective: action is probably due to individual 
variations in the vulnerability of different nuclei 
in the central nervous system. Most writers are 
agreed that only a slight degree of tolerance is 
established, even after a prolonged use of any 
one of these drugs. 

With regard to the dosage and particularly in 
the evaluation of the relation between the mini- 
mal effective dose and the minimal lethal dose 
of the various derivatives there is a wide varia- 
tion of opinion. So many factors enter into 
such an estimation that it is impossible to 
formulate any definite rule. It may be said, 
however, and this fact should be emphasized, 
that the margin between the average hypnotic 
dose and a dosage causing toxic symptoms is 
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less than is found in sedatives of other groups, 
except probably the sulphone group. 


Toxic MANIFESTATIONS OF THE BARBITURATES 


The occurrence of toxic reactions to drugs is 
a common phenomenon, and with the introduc- 
tion of new pharmaceutical products in recent 
years has increased. The chief agents causing 
symptoms of this nature are the coal tar deriva- 
tives, cinchona, the arsenicals, the opiates, and 
the barbiturates. Idiosynerasy to the barbitur- 
ates has been recognized since veronal was 
first introduced in 1903. A complete review of 
the literature in this connection up to 1929 has 
been presented by Lundy and Osterberg.* Toxic 
symptoms may result from (1) natural idio- 
synerasy; (2) long continued use in moderate 
therapeutic doses, particularly of the longer- 
acting barbiturates, such as phenobarbital and 
veronal:.(as pointed out above, in these circum- 
stances true accumulation of the drug does not 
occur, but there is an accumulation of the toxic 
effects) ; (3) the presence of organic disease, 
particularly of the degenerative type, involving 
the liver or the ecardiorenal-vascular systems; 
(4) overdosage, either accidental or suicidal. 

Symptoms of intoxication may be divided into 
three groups: (a) Effects on the central nervous 
system — headache, vertigo, ataxia, indistinct 
speech, ocular disturbances, delirium, and coma; 
(b) eutaneous eruptions, usually of an erythe- 
matous type; (c) general symptoms — fever, 
nausea, rapid pulse, vasomotor collapse, respira- 
tory irregularities, albuminuria, suppression of 
urine, and epigastric distress, 

Skin eruptions constitute the most constant 
symptom when ordinary therapeutic doses have 
been used. In most instances a patient who 
shows intolerance to one member of the bar- 
biturie acid group has been found to be sensi- 
tive to other members of the group. 

The incidence of toxie reactions to the bar- 
biturates in general is difficult to estimate. Some 
authors have stated that such reactions occur in 
about 3 per cent of eases. Gillespie,®> in dis- 
cussing this point, states that such a figure is 
higher than ordinary clinical experience would 
suggest. In our own practice for the past five 
years we have been closely observing these re- 
actions, and, without quoting figures, we would 
agree that toxic symptoms of varying degree 
occur in about 3 per cent of cases. A striking 
feature, moreover, has been that reactions have 


occurred with increasing frequency in the past 
two years. It is equally difficult to estimate 
with any degree of accuracy from the literature 
the margin of safety in the use of the various 
barbiturates. It would seem to be established, 
however, that the margin of safety with veronal 
and phenobarbital, the two agents which have 
been used over the longest period of time, is as 
follows: with veronal, 1-5 (the maximum dose 
being regarded as 10 grains), and with pheno- 
barbital, 1-3 (5 grains the maximum dose). The 
margin of safety in this connection is caleulated 
as the ratio of the customary maximum dose to 
the minimum lethal dose. 

In surveying the possible dangers of the bar- 
biturate group of drugs, Gillespie, after an ex- 
haustive review of the literature on the subject, 
has recently formulated three conclusions: (1) 
no ease is recorded of a single therapeutic dose, 
even in an idiosyneratie patient, having a lethal 
effect; (2) no ease is recorded in which either 
a single dose or repeated doses of therapeutic 
magnitude have caused death in the absence of 
complicating factors; (3) in complicated cases, 
v.€., in patients with organic disease or after 
operation, there is no case on record which 
would justify attaching the responsibility solely 
or mainly to a dose of therapeutic magnitude, 
with the possible exception of a case reported 
in 1905 by Alter. In this case a woman 54 years 
of age, a severe epileptic, who had been in an 
institution for a year, died following a dose of 
15 grains of veronal. That death was due to 
the barbiturate was not definitely established, 
since there was no autopsy. 

The case which we shall report later would 
appear to be a definite exception to the third 
conelusion stated by Gillespie. This case was 
carefully observed and an autopsy was per- 
formed. While the patient had encephalitis, 
this condition was resolving, and subsequent 
developments and the signs and symptoms 
pointed to death being caused by the over- 
whelming toxicity of the phenobarbital which 
she had received. We feel fully justified, there- 
fore, in attaching the responsibility for this 
death mainly to the use of the barbiturate, 
which it will be noted was used in moderate 
therapeutic doses. 

Skin eruptions due to the barbiturates. — 
Cutaneous reactions of various types constitute 
the most common manifestation of idiosynerasy 
to the barbiturates. Poole,® after a review of 
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the literature, states that skin eruptions occur 
in about 3 per cent of cases in which either 
veronal or phenobarbital has been used. French 
observers claim a higher incidence. They state 
that rashes occur in 20 per cent of those cases 
using veronal and in about 5 per cent of cases 
using phenobarbital. (Caussade, Tardieu, and 
Lacapére). These dermatoses are accompanied 
either by signs of acute poisoning or by mild 
systemic disturbances, but in some eases there 
are no manifestations beyond the rash. The 
eruptions are most commonly of an erythematous 
or an urticarial nature. They may range in 
severity from a mild erythema to an extreme 
dermatitis resembling that due to arsenic. In 
some cases the predominant lesion may be of a 
bullous type. In many eases there may be 
mucous membrane manifestations, with coryza, 
red throat, blepharitis, and conjunctivitis. The 
eruption may occasionally be protracted and 
may leave a residual brown pigmentation. Some 
writers have demonstrated selective skin sensi- 
tivity by intracutaneous and scratch tests, but 
this has not been confirmed by all observers. 
In our own experience we have been unable to 
obtain positive skin reactions in patients who 
previously have shown an _ idiosynerasy to 
veronal or phenobarbital in the form of a gen- 
eral skin eruption. 


TABLE 1 
FATALITIES FROM THE BARBITURIC ACID GROUP OF 
DruGcs RECORDED UP TO THE END oF 1934. 


WETOHRE SS Goon edweccaawee CAT © BeVERAl occkscess 2 
PURINE cee Ge whee eo ea DR pec. 4 
Allonal 000 S610 oe oO Se 6 17 Dial and veronal 9 
Allonal and veronal..... 1 Somnifen:........ 7 
Allonal and medinal..... 1 Momietal .....; 5 
PRTAOCIOR- ginisdcsacsacewe 13 and 
; PORE. 6 ons ns ams 5 
Pernocton and morphine. 1 ean 1 
Phenobarbital (luminal) ... 41 nn 7 i. Glaleadabipies 
Phenobarbital and anodorm ...... 1 
medinal and veronal... 1  ardenal ........ 12 
Phenobarbital and opium. 1 Evipan .......... 40 
Phenobarbital and veronal —— 
and adalin and pantopon. 1 BO sce sd 408 


FATALITIES DUE TO BARBITURATES 


Table 1 is a list of the fatalities reported up 
to the end of 1934, classified according to the 
preparation used. Gillespie’s report, based on 
a careful survey of the literature, has formed 
the basis for the fatal cases listed to the end of 
1932. We have earried the review to the end 
of 1934, It should be pointed out that this list 
is probably incomplete, as the difficulties of 
checking the literature are great. Further, 
many cases have doubtless gone unrecorded. 





The inclusion of fatalities due to evipan also 
introduces a new factor in the problem, con- 
cerned as it is with intravenous use of barbitur- 
ates for anesthesia. Again the list includes a 
small number of cases in which death was due 
to granulocytopenia, the cause of which has not 
been finally proved to be the barbituric acid 
derivatives. 

It is important to note that the great ma- 
jority of these fatalities have been due to doses 
of barbiturates taken with suicidal intent. As 
far as such an estimate is possible, 28 fatalities, 
or 7 per cent, have been due to either single or 
repeated therapeutic doses of the drugs (execlud- 
ing anesthetic eases). <A significant fact is that 
in 1933-34 247 fatalities were reported, as con- 
trasted with 161 fatalities during the period 
1905-1932. This includes a report of 124 fatali- 
ties collected by Lowy’ in a questionnaire sur- 
vey of United States hospitals for the period 
1924-1934. Lowy, in his study, estimates the 
barbiturate fatalities as 50 deaths per million 
admissions to hospital. 

We are far from claiming any final degree 
of accuracy for the above figures, but, we believe 
that such a table will serve as an index to the 
fatalities which are associated with this group 
of drugs. Further, it is indicative of the atten- 
tion which has been given to this problem. 


PHENOBARBITAL’ POISONING 


Incidence.—Toxie effects following the use of 
phenobarbital have been observed since the intro- 
duction of the drug. Huddleston,® in a review 
of the literature from 1912 to 1928, found sixty 
articles dealing with such toxie reactions, and 
since 1928 more than this number have appeared, 
It is not possible to state with any accuracy the 
frequency with which toxic reactions occur. As 
already noted, Poole, after a survey of the sub- 
ject, states that reactions occur in about 3 per 
cent of cases. Huddleston, in a review of 1,000 
eases in which phenobarbital was used, found 
that 22 patients, or 2.2 per cent, developed toxic 
effects. In another series of 147 cases, 4 pa- 
tients; or 2.7 per cent, had reactions. Cutaneous 
eruptions are the most frequently described 
toxic effect. The relative frequency of such 
eruptions varies in the published reports. 
French observers claim an incidence of 5 per 
cent. Fox, in a group of 167 cases, reports 2 
eruptions, or 1.2 per cent. Menninger,’ in a 
group of 400 cases, records 3 eruptions, or an 
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incidence of 0.75 per cent. In general we may 
say that the recorded frequency of eruptions 
varies between 1 and 5 per cent of cases, 

Toxic manifestations.—The local and systemic 
manifestations of phenobarbital poisoning are 
the same as those described in the preceding sec- 
tion dealing with barbiturates in general. The 
most common reaction is a cutaneous eruption, 
with an associated mild systemic disturbance. 
A few eases show a severe general systemic re- 
action, and in such instances there is either a 
marked idiosynerasy or an overdosage of the 
drug. We cannot agree with Menninger that a 
distinction should be made between a toxie reac- 
tion and a poison reaction. The symptoms 
occurring in a given case would appear to be 
only a matter of degree. 

As already stated, the most frequently de- 
scribed toxie effect of phenobarbital is the 
eruption. Even when in a mild form such erup- 
tion is usually accompanied by malaise, slight 
fever, coryza and anorexia. Gastro-intestinal 
disturbances in the form of nausea, vomiting, 
and diarrhea may occur. Huddleston mentions 
subacute or chronic epigastric pain as a toxic 
symptom, either with or without the eruption. 
In more severe eases there may be conjunctivitis, 
photophobia, headache and dizziness. In most 
of the severe cases there is a stomatitis, and in 
the most severe cases stupor and mental dis- 
turbanees. A number of recent communications 
have raised the question as to the connection 
between phenobarbital and primary granulo- 
eytopenia. Turley and Shoemaker have shown 
that phenobarbital in dogs produces a marked 
reduction of the granulocytes, In most of the 
clinical reports, however, amidopyrine has been 
used in conjunction with a barbiturate. Whether 
barbiturates alone can be directly responsible 
for granulocytopenia is not yet settled. 

Dosage.—Dixon has found by animal experi- 
mentation that in the case of phenobarbital the 
margin between the full therapeutic dose and 
the lethal dose is small. Clinically, it may be 
said, that tolerance to phenobarbital varies 
widely from the standpoint of dosage and of the 
period over which the drug is given. Most of 
the severe reactions of course have followed 
large doses of the drug, although in several 
cases and in the ease reported below severe 
reactions have developed with an average daily 
dosage of 1.5 grains (0.1 g.). The time period 
varies widely. Fox reports a patient develop- 


ing an eruption within twenty-four hours after 
the first dose, while Luce and Feigl report an 
eruption occurring after the drug had been 
used for 86 days. In our own experience the 
toxic reaction has appeared in most cases from 
7 to 14 days after the initial dose. Some ob- 
servers have found that a renewal of pheno- 
barbital therapy caused a recurrence of the skin 
eruption, while others have been able to renew 
the drug in smaller doses without a return of 
the rash. In a recent case in which the use of 
1.5 grains of phenobarbital daily over a period 
of one month produced a skin eruption we 
renewed the drug in the same dosage after an 
interval of two weeks without any toxic effect. 
Pathogenests—Many explanations have been 
offered of the toxic reaction to phenobarbital, 
but none are conclusive or adequately account 
for the various symptoms which occur. 
Character of the eruption.—Observers have 
described two types of skin reactions—urticaria 
with angioneurotic cedema in some cases, and a 
morbilliform or searlatina-like maculopapular 
erythema. In our experience the latter eruption 
is far more common. The eruption usually ap- 
pears first on the chest and the extensor surface 
of the arms and spreads to the neck, the face, 
and the rest of the trunk within a few hours. 
The rash usually becomes confluent and itches 
intensely. In severe cases the eruption pro- 
gresses to the formation of vesicles and, less fre- 
quently, to bulle. In a few very severe cases 
there is widespread desquamation and even loss 
of the hair and nails. Rarely there is a residual 
brownish pigmentation of the skin. In the ease 
to be reported the reaction was so intense that 
there was an actual necrosis of the skin. 
Fatalities due to phenobarbital—Of the 44 
fatalities recorded in the literature as being due 
to phenobarbital, 6 cases have followed thera- 
peutie doses of the drug repeated over varying 
periods of time. One ease, reported by Watkins, 
was that of a patient with generalized sepsis 
who died of granulocytopenia. Another, was 
that of an individual with epilepsy, in whom 
an old tuberculosis flared up and who had 
received phenobarbital over a period of twenty- 
eight days. A third, was a man of 61 who, at 
autopsy, was shown to have widespread degen- 
erative disease and who had been given luminal 
for eighteen days. In another case, a woman 


of 51 with phlebitis had received luminal for 
thirty-one days. 


The fifth case was a woman 
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of 55 with myocarditis, who had been given 
luminal with medinal and veronal over a period 
of five days. Our own ease reported below is 
the sixth. 


CASE REPORT 


A female, aged 17, previously healthy, developed 
a heavy cold, which was followed after four days by 
sudden severe left temporal headache with vomiting. 
The temperature and pulse were normal. On examina- 
tion there was irritability and the patient presented 
a hysterical attitude. She complained of slight photo- 
phobia. There were no cervical rigidity and no posi- 
tive neurological findings, except a positive Babinski on 
the right side. This state persisted for two days and 
the patient was admitted to hospital on October 8, 1934. 

Physical examination on admission showed a pa- 
tient obviously ill, who presented an attitude which 
was construed as hysterical. The temperature was 
98.20 F., the pulse rate 80. General nutrition was 
good. The throat was reddened. The heart and 
lungs were not remarkable. The blood pressure was 
120/70 m.m. There was a positive Babinski sign on 
the right. Urinalysis showed nothing of note. The 
red blood count was 4,500,000; hemoglobin 86 per 
cent; white blood count 14,500 with polymorpho- 
nuclears 82 per cent. The blood Wassermann test 
was negative. 

The second day after admission the temperature 
was 99.6° F. and the pulse rate 90. The patient was 
stuporous. There was a definite ophthalmoplegia with 
internal strabismus. The Babinski sign was bilateral- 
ly positive and there was a moderate weakness of the 
right arm and leg. The spinal fluid was moderately 
increased in pressure. The fluid was xanthochromic, 
contained many red blood cells, and showed a positive 
Noguchi reaction. The spinal fluid Wassermann test 
was negative. 

During the next four days the stuporous state 
persisted. The paralysis progressed, to completely in- 
volve the right arm and both legs. The patient was 
generally hyperesthetic. The right pupil was larger 
than the left. There was a moderate grade papillitis 
of both optic discs, but no definite choke. The tem- 
perature reached a maximum of 100.6° F., and the 
pulse rate 110. The spinal fluid remained unchanged. 
On the seventh day following admission the tempera- 
ture and pulse returned to normal and remained so 
for the next six days. The patient began to improve 
rapidly, became bright and quite rational. The 
paralysis of the right arm and both legs steadily im- 
proved, and by the ninth day there was about 50 
per cent return of strength in the right arm and 
the left leg. The right leg remained completely 
paralyzed. On account of difficulty in sleeping, pheno- 
barbital, grains 1.5, at bedtime was ordered on October 
14t 

On October 21st the temperature rose to 100° F., 
and the pulse rate was 100 and continued at this level 
for the next three days. During this time the patient 
maintained her clinical improvement. On October 
25th and 26th the temperature went up to 103° F. 
During the night of October 26th a bright red macular 
eruption appeared over the neck, chest, arms and 
abdomen. The patient complained of considerable 
itching. The phenobarbital was promptly discon- 
tinued. The eruption became rapidly worse and within 
forty-eight hours there was an intense dermatitis, with 
huge bullae, accompanied by an intense conjunctivitis 
and a necrosing stomatitis and rhinitis. The tempera- 
ture rose to 105° F. and the pulse rate ranged be- 
tween 150 and 160. The patient became comatose 
and the urinary output began to fall. On October 
31st the non-protein nitrogen was 67.7 mg. and the 
creatinin 2.5 mg. The patient died on November Ist, 
six days after the appearance of the eruption. 





The patient had received 1.5 grains of pheno- 
barbital daily from October 14th to October 26th, a 
total of 19.5 grains. 

Necropsy.—The cutis of the entire body was in- 
volved with thickening, edema and multiple bulle, 
many of which had broken, leaving a raw surface. 
These bulle were especially evident over the chest, 
arms and back. There were large areas of necrosis 
over the chest, upper back and arms, involving the 
entire thickness of the skin, and in some places in- 
volving the subcutaneous tissues. The mucous mem- 
branes of the mouth and nose showed similar 
necrosis. There was moderate passive congestion of 
the lower lobes of both lungs. The heart was normal. 
The liver was not enlarged and was paler than normal. 
The spleen was of normal size and appearance. The 
kidneys were moderately congested. 

The surface of the brain was almost entirely 
covered with a brownish exudate. There were petechial 
hemorrhages in the cerebellum and mid-brain. In 
the posterior portion of the left lateral ventricle there 
was an organized clot, 8 mm in diameter. 

On microscopic examination the kidneys and liver 
showed cloudy swelling. Section of the involved brain 
tissue showed small areas of infarction and thrombosis. 

Summary.—tThe clinical and pathological findings 
indicated an acute encephalitis of the so-called hemor- 
rhagie type. This condition was apparently resolving 
when intense phenobarbital intoxication developed, 
and death was due to this latter cause. 

THE INCREASING INCIDENCE OF BARBITURATE 


TOXICITY 


Even the most cursory review of the litera- 
ture indicates a steadily increasing number of 
toxic reactions to the barbituric acid derivatives. 
This is probably due to the large number of 
preparations which have been introduced, the 
widespread, almost indiscriminate, use of these 
drugs, the increasing recognition of. the toxic 
reactions which occur, and (possibly) impurities 
in the product used. For, although barbital 
and phenobarbital are now official drugs, there 
are undoubtedly differences in the grade of 
purity with different manufacturers, as in the 
ease of aspirin and ether. So prevalent have 
these reactions become that in several countries 
some measures for the control of the prescribing 
of barbiturates are under consideration. 

Reports in the literature similarly indicate 
an increasing incidence of skin eruptions from 
phenobarbital. In 1928 Menninger was only 
able to find 41 published reports of a skin rash 
appearing in the course of phenobarbital 
therapy, whereas in the last two years the num- 
ber of such reports is legion. In our own prac- 
tice in the past four years, without entering into 
detail, we have records of more than fifty such 
eruptions. The dosage in these cases has usually 
been 1.5 grains at bedtime, has in no instance 
exceeded this dosage, and in some instances 
has been less, The prevalence of these eruptions 
has been such that in the last six months we 
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have felt obliged to discontinue the use of 
phenobarbital, except in selected cases, such as 
epilepsy. It is interesting to note in this con- 
nection that in 1929, German writers warned 
physicians that every patient receiving pheno- 
barbital (luminal) should be told of the prob- 
ability of a cutaneous eruption and advised that 
the drug should not be given for more than five 
days a week. We believe in the light of the 
experiences of the past five years that this 
warning should be reiterated. 


CONTRAINDICATIONS TO THE USE OF THE 
BARBITURATES 


The indiscriminate use of the barbiturates is 
to be avoided. Special attention should be paid 
to the following points. (1) Senile patients re- 
quire a smaller dose. (2) Debilitated patients 
tolerate the drug poorly. (3) Patients with 
arteriosclerosis, hypertension or myocardial dis- 
ease, may react poorly to the shorter-acting 
barbiturates, because of the marked effect on 
the blood pressure, and may complain of vertigo 
and ataxia. (4) Severe genito-urinary disease 
may be an absolute contraindication. (5) De- 
fective liver function makes anything but small 
doses inadvisable and continuous administration 
is to be avoided. (6) Advanced pulmonary dis- 
ease and, particularly, pulmonary congestion, 
are contraindications to the use of the barbitur- 
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ates before operation because of their action on 
the respiratory centre. (7) Severe toxemia from 
sepsis increases the susceptibility to these drugs. 


SUMMARY 


1. We have reported a case of fatal poisoning 
from phenobarbital. 

2. A review of the literature indicates an in- 
creasing incidence of toxicity from barbiturates. 

3. We would urge a more intelligent use of 
the barbituric acid derivatives and an apprecia- 
tion of the dangers which may occur in the 
course of repeated daily administration of these 
drugs. 
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THE VALUE OF SPEECH TRAINING IN CLEFT PALATE AND OTHER 
MOUTH CONDITIONS* 


By Ernest E. Scuarre, M.D., 


Montreal 


‘THE quality of the patients’ speech is the best 

eriterion of the success of the treatment of 
cleft palate. To obtain perfect speech in the 
majority of cases we have to correct not only 
the nasal escape but also defects of articulation. 
The soft palate is part of a muscular mechanism 
whose function is to separate the cavity of the 
mouth from that of the naso-pharynx during 
swallowing and during speech. This closure 
must be complete for correct articulation of 


* From the Clinic for Speech Training, Children’s 
Memorial Hospital, Montreal. 

Read at the combined meeting of the American and 
Canadian Medical Associations, Atlantic City, June 14, 
1935. 


every sound in the English language, except the 
three nasal consonants ‘‘M’’, ‘‘N’’ and ‘‘Ng’’. 
For these three consonants the air escapes 
through the nose and the resonance is essentially 
nasal. It is apparent therefore that the palato- 
pharyngeal sphincter must not only be capable 
of perfect closure but must also be capable of 
very rapid movement. 


THE REQUIREMENTS FOR SUCCESS IN THE 
TREATMENT OF CLEFT PALATE 


1. A competent palatopharyngeal sphincter.— 
This may be obtained by (@) operation, arti- 
ficial appliance, or a combination of both; by 
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(b) exercises to improve the action of the palato- 
pharyngeal sphincter. In other words, the 
patient must not only be given a good palate 
but must also be taught to use it. Wardill very 
aptly says ‘‘The first essential is to make the 
child valve-conscious’’. The child must first be 
taught that the air must pass through the mouth 
during speech. This is best accomplished by 
simple exercises, such as blowing out the cheeks, 
blowing through the mouth as if blowing out 
a eandle, blowing bubbles, ete. Toy balloons 
are popular with children and can be used to 
advantage. In older children whistling is a very 
good exercise. Palatal movement can often be 
improved by touching the soft palate with a 
tongue depressor while the patient phonates 
‘fAh’’. Electrical stimulation of the palate 
muscles can be used on older children, but it 
is rather difficult to use and frightens the 
younger patients. In our experience it has not 
been very useful, The simplest and best method 
is to have the patient watch his own palate in 
a mirror. The mirror should be sufficiently 
large to allow him also to watch the movements 
of the instructor’s palate. In this way he can 
visualize what is required, and the element of 
competition is also useful. Breathing exercises, 
and tongue exercises should also be started at 
this stage to prepare the child for future train- 
ing in articulation. 

2. Intelligence of the patient.—The degree of 
intelligence is a very important factor in the 
development of speech in any child. Judging 
from the study of intelligence quotients of our 
cases, mental deficiency of varying degree is 
fairly common in cleft palate patients. It is 
also noticeable that articulation defects are 
more frequent and also more difficult to correct 
in the patients with a low intelligence quotient. 

3. Ambition, discipline and cooperation. 

4. Acuity of hearing.—To learn to speak 
properly the child must be able to hear the 
sounds correctly. The presence of a cleft 
_ palate makes these patients more susceptible to 
Eustachian catarrh and suppurative otitis 
media, with resultant hearing defects at an age 
at which acuity of hearing is most important. 

5. Special training.—This involves the pre- 
viously mentioned exercises and also the correc- 
tion of articulation defects. Intelligent coopera- 
tion of parents and teachers is an absolute 
essential. Speech training in a clinic once or 
twice weekly is almost useless unless a similar 
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amount of time is spent each day at home, and 
much of the eclinie time is spent in instructing 
the parents on how to train the child at home. 


CLEFT PALATE SPEECH 


Cleft palate patients may be divided into five 
main groups according to the peculiarities of 
their speech: 

Group I.—Nasal escape and consonants (ex- 
cept ‘‘M’’, ‘‘N”’ and ‘‘Ng’’) not articulated. 

Group II.—Nasal escape and articulation de- 
fects: (A) Omission of some consonants; (B) 
incorrect articulation of some consonants; (C) 
substitutions—T and D for K and G, W for R, 
ete.; (D) compensatory speech habits: (1) glot- 
tal stop, (2) pharyngeal and nasal ‘‘S’’, (3) 
constriction of nares, ete, 

Group III.—Nasal escape only. 

Group IV.—Articulation defects only (no 
nasal escape): (A) Omission of some con- 
sonants; (B) incorrect articulation of some 
consonants; (C) substitutions—T and D for K 
and G, W for R, ete.; (D) compensatory speech 
habits. 

Group V.—Normal speech. 

Group I is, of course, the worst. The patient 
has nasal escape on all sounds and makes no 
attempt to articulate any consonants except the 
nasals. His speech is not understandable except 
possibly by his fond parents. The intelligence 
quotient in these cases is low and hearing may 
also be impaired. They should not be given up 
as hopeless, however, as we have two of these 
patients who acquired understandable speech in 
a period of two years, The prognosis depends 
largely on the degree of intelligence, coopera- 
tion of child and parent, and the acuity of 
hearing. 

Group II is probably the largest group in the 
average clinic. They have nasal escape on some 
or all of the sounds, and various types of articu- 
lation defects. The intelligence is much superior 
to that of the cases in Group I; in fact many 
of them are very bright children. The articu- 
lation defects are of four main types: (A) 
omission of some consonants; (B) incorrect 
articulation of some consonants; (C) substitu- 
tions; (D) compensatory speech habits. The 
first three of these types are not necessarily 
typical of cleft palate speech. They are types 
of articulation defects which may be found in 
any child, and are rather a persistence of baby 
talk. However, most cleft palate patients, show 
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these defects to some extent. If the patients are 
intelligent and cooperative, they are usually 
quite easy to correct. 

In type D, 7.¢., compensatory speech habits, 
we have the typical cleft palate articulation 
defects. The child is usually moderately intelli- 
gent and endeavours by various means to over- 
come the speech difficulties caused by the cleft 
palate. He first attempts the plosives P, B, T, 
D, K, G, and finds that the air escapes through 
the nose, spoiling the plosive effect. He also 
finds that the only place he can get a complete 
closure is in his glottis, and this is the beginning 
of one of the most common cleft palate com- 
pensatory speech habits, namely the glottal stop. 
This is made by bringing together the vocal 
cords, momentarily stopping the breath stream 
at that point and then suddenly releasing it. 
This is nothing more than the ordinary grunt 
and a fair imitation of the plosive consonants 
may be obtained in this way. The speech, how- 
ever, is very unpleasant to listen to. The glot- 
tal stop may be substituted for any of the 
plosives but it is most commonly used as a sub- 
stitute for K and G. For P, B, T, D, the child 
can usually learn the tongue and lip positions 
by imitation, and the glottal stop is not so often 
developed as a substitute for these consonants. 
The ‘‘S’’ sound is one of the most difficult for 
the cleft palate patients to acquire. In the first 
place prolonged friction is necessary and this is 
impossible without a closed palatopharyngeal 
sphineter. Secondly, it is very difficult to learn 
the tongue position for this sound by imitation. 
The patients react to this in various ways. 
Those who are either not very intelligent or are 
rather indifferent are quite satisfied to simply 
let the air escape through the nose, and with or 
without the aid of ‘‘constriction of the nares”’ 
get a fricative sound which apparently satisfies 
them. Of course, to the untrained ear of a very 
young child whose hearing is not well developed, 
or who has some other auditory impairment, 
there is possibly very little difference between 
the friction in the articulation of a correct ‘‘S”’ 
sound and the rush of air through the nose that 
constitutes a nasal ‘‘S’’. Other patients, 
whether due to a higher grade of intelligence 
or to the fact that their hearing is more acute, 
are not satisfied with a nasal ‘‘S’’ and develop 
a pharyngeal ‘‘S’’. I do not know exactly how 
they execute this, but the chief characteristic of 
it is that it can be made with the mouth open. 
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The tongue is most probably drawn back close 
to the posterior pharyngeal wall and the ‘‘S”’ 
sound produced by a rush of air through this 


space. It is a much better sound than the nasal 
‘*S’’, but equally hard to correct. A few of the 
more intelligent patients learn the correct 
tongue position and their ‘‘S’’ is a combination 
of a weak normal one supplemented by nasal 
escape. Constriction of the nares is one of the 
first habits that these patients acquire and is 
an attempt to limit the escape of air through 
the nose. In this way they get a better plosive 
effect but they also make the nasal escape more 
audible. These compensatory speech habits con- 
stitute the most difficult problems in speech 
training as the old habits must be forgotten be- 
fore new ones can be formed. 

Group III constitutes, as a rule, one of the 
stages in speech training, and nasal escape has 
still to be corrected, either by further training 
or by further operative work. 

Group IV is similar to Group II except that 
the nasal escape has been eliminated. 

Group V is the ultimate goal that we all hope 
for but too rarely see in cleft palate treatment. 
CORRECTION OF ARTICULATION DEFECTS 

If the child has already begun to talk the 
first essential is a thorough speech analysis 





TABLE I. 
Palato- 
Bi- | Labio- Alve-| Alve- | Pal-| Vel-|Glot- 
Labial) Dental| Dental| olar | olar |atal| ar | tal 
Plosive| P B TD Kg 
Nasal | M N Ng 
Later- 
al L 
Rolled R 
Frica- Th Sh 
tive FV |Th(V)| SZ |Sh(V) H 
Semi- 
Vowel| W bs 


Th—voiceless as in thin 


Sh—voiceless as in she 
Th (v) voiced as in then Sh (v) voiced as in pleasure 


before operation and again before commencing 
speech training. To do this one must know the 
proper positions of the organs of speech for the 
vowels and more especially for the consonants. 
The following classification of consonants should 
prove useful, 

This classification is two-fold, representing, 
(a) the organs of articulation, as_bi-labial, 
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labio-dental, ete.; (b) the manner of articulation 
as plosive, fricative, ete. 

Most consonants ean be pronounced with or 
without simultaneous vibration of the vocal 
eords. If the vocal cords are not vibrating 
voiceless consonants, as P, T, K, F, Th, 8. Sh, 
are produced. When the vocal cords are vibrat- 
ing voiced consonants as B, D, G, V, Th(v), 
Z, Sh(v), L, ete., are the result. Thus there 
are pairs of consonants similarly articulated in 
the mouth but differing in that one of each pair 
must be accompanied by vibration of the vocal 
eords. Such pairs are P,B; T,D; K,G; F,V; 
S,Z; ete. There are also voiceless and voiced Th 
and Sh. Thus Th in ‘‘thin’’ differs from Th in 
‘‘then’’. The Sh sound in ‘‘pleasure’’ is the 
voiced equivalent of the Sh in ‘‘she’’. 

It is very difficult by merely listening to a 
child’s speech to tell which sounds are at fault, 
so it is necessary to test each consonant sepa- 
rately in simple words or syllables. Tests should 
be made with words in which the consonant 
occurs at the beginning, at the end, and in the 
middle. It is quite usual to find patients who 
articulate a consonant at the beginning of a 
word or syllable but do not articulate it at the 
end, All the consonants should be tested and 
defective ones corrected by appropriate meas- 
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ures. At first it may be necessary to hold the 
child’s nose or to get him to hold it himself, so 
that his ear may become trained to the correct 
sounds. Many of the sounds can be learned by 
imitation and the speech trainer must have an 
accurate knowledge of the positions of the 
organs of speech for each sound. 

Plosives are usually more easily learned than 
fricatives, and should be taught first. It is best 
to begin with P, B, T, D, as the patient can 
see and imitate the positions of the organs of 
speech for these sounds. The voiceless con- 
sonants are as a rule more easily learned than 
the voiced. These general principles also apply 
to the fricatives and other consonants. 


TESTS FOR COMPETENT PALATOPHARYNGEAL 
SPHINCTER 


Contact between the soft palate and the pos- 
terior pharyngeal wall occurs at a level above 
the uvula, and it is difficult by inspection alone 
to determine if the palatopharyngeal sphincter 
is competent. It is also impossible to see whether 
it is functioning or not during the articulation 
of consonants, except possibly K and G. I have 
met with several cases in which the soft palate 
apparently functioned perfectly on articulation 
of vowels but with no attempt at movement on 
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articulation of consonants. These patients ap- 
parently did not realize that they needed a 
closure of the palatopharyngeal sphincter ex- 
cept during articulation of vowels. It is there- 
fore useless to judge the efficiency of the 
sphincter by simply watching the soft palate 
while the patient phonates ‘‘Ah’’. Blowing out 
the cheeks is equally unreliable, as the patient 
soon learns to fill up any deficiencies with his 
tongue. Blowing up rubber balloons is fairly 
reliable, but does not tell us if the palate is 
being used on all sounds or not, The two most 
simple and reliable tests are (1) the snorting 
test and (2) the stethoscope test. The former 
I think was first described by Wardill and I will 
give you his description of it: ‘‘The patient is 
instructed to put the tongue slightly out and 
erip it between the lips. Air is then sucked 
into the nose as in the impolite act of clearing 
away pharyngeal mucus. A characteristic sound 
resembling the snore of a deep sleeper is pro- 
duced and ean be sustained and repeated if 
pharyngeal closure is attained’’. I think the 
stethoscope test is more reliable in judging the 
amount of nasal escape and in determining if 
nasal escape occurs on all sounds. <A small 
glass tube is used to replace the bell or dia- 
phragm of an ordinary stethoscope. This tube 
is held under the patient’s nose while he is 
tested on all the vowels and consonants. It can 
also be used to advantage in intelligent patients 
by letting them listen to their own nasal escape 
and comparing this with the absence of nasal 
escape in a normal person. The presence of 
nasal escape is indicated by a harsh sound 
which is very apparent to the ear of the listener. 

I will try to give you as briefly as possible 
the results of our work in the past three years. 
The following chart shows the progress of 
eleven of our eases in which sufficient data are 
available (e.g., 1.Q., ete.). 

Patient No. 1 started in Group I, 2.e., he had 
nasal escape on all sounds and did not articulate 
any of the consonants except M, N, and Ng. 
His intelligence quotient was 57.5. In two years 
he had advanced to Group IV, 2.e., he had no 
nasal eseape but still had some articulation de- 
fects. He is still in Group IV, but he can now 
articulate practically all sounds correctly in 
isolation. He still makes mistakes when he at- 
tempts sentences, but his speech is fairly under- 
standable. All the patients represented on this 

Chart have shown improvement. Only 1 of the 





11 (No. 17) has in my opinion acquired per- 
fectly normal speech. This patient when first 
seen in 1932 was in Group II. She made some 
progress in the first year, but in 1933 was still 
in Group II. In 1934 she made very rapid pro- 
gress and reached Group IV, and the following 
year her speech was normal. Six of the others 
have practically normal speech, and are making 
good progress at school, 

The following Table gives in more detail the 
progress of seventeen of our cases that have 
attended the clinic fairly regularly. This Table 
includes the cases shown graphically in the 
previous one. 













TaBLE II. 

lai Speech Group a 
No.| Age| 1932 | 1933 | 1934 | 1935 |Quotient 
1/4] 1 |mBop lIvBcIvB | 575— 
-2/e6| i |nB %|mB\mB | 565. 
3/8 ITABCD|IIBD| IBD | 51.4 
~4|\ slmBbD |mNBD |uB | mm | 97 
si\nimp |mp |m)| m | 35° 
6! 7ilnep |p |m!s| m ‘| 10 

7/6 IBC |NB\|NB | 725. 
s|slupo |mB |IvB\|IvB. | 7 
gl/njimep jmp |m| m | 75 
10| 3|IZTABCDIIIABCD| .. |ITABCD| 75 _ 
ele IIABD |IID |IVD | .. | 
“12/10 ‘fepjirp =| .. 
13117, msec |... 
ter we uc|luc |... 
Ae +. 4 2) 
36| 4|IABCD|ITABD |B |B | .. — 
37| 3/IZABCD|ITABD |IVB| Vv | 80 


IVB | 


All the patients except two, namely Nos. 10 
and 15, showed improvement. Patient No. 10 
had an intelligence quotient of 75, but we did 
not get any cooperation from the parents and 
made no progress whatsoever. No. 15 was 
mentally deficient. Four patients who had nasal 
escape following operation developed competent . 
palatopharyngeal sphincters due to speech train- 
ing methods. Several others have no apparent 
nasal escape on speaking but it can be detected 
by the stethoscope test. Five patients mastered 
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all their articulation defects, and it is interest- 
ing to note that they had an intelligence quoti- 
ent of 75 or over. The age shown in Table II 
is the age at which speech training was com- 
menced. It is difficult to say at what age speech 
training shows the best results, as this varies 
considerably, depending on the intelligence of 
the patient. As a rule, very little is accom- 
plished before the age of three, but I think these 
cases should be kept under observation from the 
date of operation, 

It is apparent that normal speech is very 
difficult to attain. So far I have seen only two 
patients whose speech was absolutely perfect. 
However, although this goal is not reached very 
often, I think we ean truthfully say that the 
speech of these children ean be very definitely 
improved by speech training. 


RECOMMENDATION 


1. Unless a cleft palate patient is given a 
competent palatopharyngeal sphincter by opera- 
tion before he learns to speak he will acquire 
articulation defects, compensatory or otherwise. 
A competent palatopharyngeal sphincter should 
therefore be established, if at all possible, before 
speech habits are acquired. This does not mean 
that every child requires an operation at or 
before the age of one year. Many children are 
backward and make no attempt to talk till 
much later than this, and the older the child, 
the lower the operative mortality. We must 
therefore adjust the date of operation to suit 
the individual ease. 

2. Patients should have a complete speech 
analysis before operation if they have already 
begun to talk, and also before beginning any 
period of speech training. 

3. The patients, if old enough, should begin 
speech training after operation as soon as the 
palate is completely healed. Those who are too 
young for training should report at least once a 
month for observation, This gives the instructor 
an opportunity to advise the parents, and at the 
same time the child becomes accustomed to at- 
tending clinic. 

4. Observing the action of the palate by means 
of a mirror is the best method of improving the 
function of the palatopharyngeal sphincter. 


5. If for any reason operation has to be post- 
poned until after the child learns to talk speech 
training should be started in the interval. 





6. The period of training depends on the in- 
telligence of the patients, but there should be 
a frequent check-up, as they tend to return to 
their old habits again. Two years of fairly 
constant observation is, I think, a minimum in 
most cases, and after that they should have a 
check-up every one or two months for an indefi- 
nite period. 

7. Cooperation of parents and teachers is an 
essential, and is a very important factor in the 
ultimate suecess and in determining the duration 
of the period of training required. 

SPEECH TRAINING IN OTHER MoutH CoNnDITIONS 

Other mouth conditions which are frequently 
of interest to the speech trainer may be listed 
as follows: tongue-tie; enlarged tonsils and 
adenoids; irregular teeth; injuries to the soft 
palate. 

Tongue-tie and enlarged tonsils and adenoids 
are, in my opinion, very much over-rated as 
causes of articulation defects. I have yet to 
see a case in which a short frenulum was the 
eause of lisping (Th for S) or other defects. 
As a matter of fact the tongue requires more 
freedom of movement for the articulation of 
‘“‘Th’’ than for ‘‘S’’, I think therefore, that 
the operation of cutting the frenulum lingue 
to improve speech should be discarded except in 
rare cases. Enlarged tonsils and adenoids can 
cause a typical type of speech characterized 
chiefly by lack of nasal resonance, but it is a 
mistake to advise patients to have tonsil and 
adenoid operations for correction of articulation 
defects alone. Too often we hear the history— 
‘“My child could not say certain words cor- 
rectly and I was advised to have his tonsils and 
adenoids out.’’ Although articulation defects 
are sometimes found in patients who have badly 
deformed teeth or alveoli, I think it is a mis- 
take to come immediately to the conclusion that 
the one is the result of the other. We should 
keep in mind the number of people who have 
very marked deformities of teeth and no articu- 
lation defects whatever. The point I wish to 
stress is that patients with the above mentioned 
conditions should have a speech analysis to 
determine if the articulation defects are due to 
the deformities or to faulty tongue position 
during articulation. 

Injuries to the soft palate present a problem 
in many ways similar to cleft palate. They 
usually oceur in older children who have 
mastered the problems of articulation, and so 
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articulation defects are not usually present. 
Nasal escape, however, is very frequently a 
result of even slight injuries to the palate, espe- 


cially in children. Due to the pain caused by 
movements of the injured palate, the child quick- 
ly learns to articulate without any movement of 
his palatopharyngeal musculature and the result 
is nasal escape on all sounds. This condition is 
liable to persist after repair and healing have 
taken place. The nasal escape in these cases, 
therefore, is not only due to the resulting scar- 
ring and shortening of the palate but also to the 
fact that the patient has acquired a new speech 
habit. He has forgotten how to use his palato- 
pharyngeal sphincter. The treatment is the 
same as that used in the post-operative treat- 
ment of cleft palate. The patient must be 
encouraged to direct the air stream through the 
mouth instead of through the nose. I think in 
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these cases, if the child is old enough, electric 
stimulation of the palate is useful. However, 
I think the best exercise is to have the patient 
watch the movements of his own palate in 
a mirror at least two or three times daily. In 
these patients as in patients suffering from cleft 
palate, treatment should not be delayed until 
bad speech habits are firmly established. 


It is a pleasure to acknowledge the assistance of 
Miss Budden, Miss Hyde, Mrs. Ismay and the Province 


_of Quebee Society for Crippled Children, for their 


willing and valuable assistance in this work. 
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PAROXYSMAL NEURALGIA OF THE TYMPANIC BRANCH OF THE 
GLOSSOPHARYNGEAL NERVE* 


(REPORT OF A CASE RELIEVED BY INTRACRANIAL SECTION OF THE GLOSSOPHARYNGEAL NERVE) 


By THeEoporE C. Erickson, M.D., 


Montreal 


(GLOSSOPHARYNGEAL neuralgia is a defi- 

nite clinical entity. The disease is rare and 
the possible clinical variants are not so well 
understood as they are in trigeminal neuralgia. 
In its sudden, brief, painful paroxysms, in the 
complete relief afforded by posterior root sec- 
tion, and in the obscure etiology it resembles 
tie douloureux of the fifth nerve, The pain in 
trigeminal neuralgia may originate in any of 
the peripheral branches of any of the three 
sensory divisions of the nerve. A prvori it is 
reasonable to suppose that the same phenomenon 
may be expected in glossopharyngeal neuralgia, 
and it does occur. The justification for report- 
ing the following case is the fact that it is an 
example of paroxysmal neuralgia originating in 
the tympanic branch of the glossopharyngeal 
nerve. The trigger zone initiating the pain was 
probably within the Eustachian tube, and com- 


* From the Montreal Neurological Institute of Mc- 
Gill University and the Royal Victoria Hospital, Montreal. 

Read at the combined meeting of the Canadian and 
American Medical Associations, Atlantic City, June 14, 
1935. Section of Mental and Nervous Diseases. 





plete relief followed intracranial section of the 
ninth nerve. 


CASE REPORT 


Mrs. I.B., aged 62, was referred by Dr. H. S. 
Birkett, of Montreal, because of severe paroxysmal at- 
tacks of pain below the left ear just posterior to the 
angle of the mandible. 

The past and family history were irrelevant. 

The patient had been entirely well until 1930 when 
she awoke one night with severe steady pain over the 
left side of the head and stiffness of the neck. This 
lasted for two weeks and then disappeared, never to 
recur. For one year she seemed entirely well, and then 
periodic attacks of pain began, localized to the left side, 
starting below the external auditory meatus and radiat- 
ing to a point just in front of it and deep in the 
neck. She described it at times as though a knife had 
been stuck in the ear. The paroxysms of pain lasted 
from fifteen to thirty seconds. There were three or four 
a day for one week, and then followed a period of 
freedom for three months. When the pain returned 
after the free interval it became very much more fre- 
quent and more intense. It came on spontaneously. 
Swallowing, talking, laughing, sneezing, blowing the nose 
precipitated it. During the paroxysm she would bring 
both hands to the face and remain motionless for from 
fifteen to thirty seconds until the pain ceased. 

The general physical examination was essentially 
normal, Blood and urine analysis disclosed nothing of 
note. Except for a slight deviation of the uvula to the 
right and an equivocal diminution of the pharyngeal 
reflex on the left, the neurological examination revealed 
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nothing of importance. She was repeatedly examined 
from the oto-laryngological standpoint and nothing 
organically abnormal could be found. 


SPECIAL CLINICAL STUDIES 


1. Cocainization of pharynx, palate, tonsils and pos- 
terior third of tongue.—On repeated occasions over 9 
three year period complete anesthetization of the 
pharynx, nasopharynx, tonsils and posterior third of the 
tongue was carried out. The patient would never admit 
that the pain was influenced as to its distribution or its 
intensity during the period over which anesthesia per- 
sisted. Although the impression had been that she had 
glossopharyngeal neuralgia the lack of relief following 
cocainization threw considerable doubt on the diagnosis. 


2. Attempts to demonstrate a trigger zone.—Stimu- 
lation of the palate, tonsillar fossa, posterior third 
of the tongue and the external auditory canal did not 
induce the pain. The only portion of the sensory dis- 
tribution of the glossopharyngeal nerve which was not 
tested directly was that to the Eustachian tube and 
middle ear. The pain was frequently initiated when she 
swallowed on command. 


3. Alcoholic injection of the left mandibular nerve 
at the foramen ovale——Driven almost to distraction by 
the severity and frequency of the attacks of pain the 
patient became greatly discouraged and a very poor 
witness.. It was concluded that alcoholic block of the 
third division of the fifth nerve rather than novocainiza- 
tion was advisable, so that a sufficiently long period of 
anesthesia would be present to permit definite conclu- 
sions as to the effect on the pain. As a result complete 
anesthesia of the left third division was present, 1.e., 
the anterior two-thirds of the tongue, the lower lip, and 
a band extending from the lower lip up to the scalp 
and including the anterior part of the external auditory 
canal. The pain, however, continued unchanged. 


4. Parotid secretion.— Observations made on the 
secretion of the parotid gland both by direct inspection 
and by the method of Poth! showed no difference in 
secretion of the parotid gland on the two sides even 
during the paroxysms of pain. From the right the 
secretion was 0.655 grams and from the left it measured 
0.565 grams over a three minute period. 


5. Intracranial section. of the left glossopharyngeal 
nerve.—Intracranial section of the left glossopharyngeal 
nerve was performed on November 28, 1934, under 
avertin-ether anesthesia by Dr. William Cone. 


6. Post-operative results and investigations.—From 
the day of operation up to the present time she has 
been entirely free from pain. She is now cooperative, 
most grateful, and has been in excellent general health. 
There are no subjective complaints and there has been 
no difficulty in swallowing. 


Touch and pain sensation are absent over the pos- 
terior one-third of the tongue, the posterior one-half 
of the soft palate, the tonsils and fauces and the pharynx 
up into the nasopharynx and down to the epiglottis, and 
taste is gone over the posterior one-third of the tongue. 
The Eustachian tube was catheterized on either side. 
On the right it is tender and painful, while on the left 
it is entirely insensitive. When the right tube is inflated 
the patient complains of considerable discomfort, while 
on the left side she is only aware of a ‘‘click’’. When 
the external meatus or tympanic membrane on the right 
side is touched with cotton there is a persistent cough, 
whereas on the side of operation no cough reflex can be 
obtained. 


As before operation there is a slight deviation of 
the uvula to the right side, but the soft palate is 
symmetrical at rest and on movement. 


Secretion of the salivary glands has been measured 
at intervals since operation and the results are recorded 
in Table I. Secretion from the parotid gland on the 
side of section of the glossopharyngeal nerve has been 





markedly decreased following operation. There has been 
no significant difference in secretion of the submaxillary 
and sublingual glands on the two sides. 


TABLE I. 
Submazillary and 
Parotid gland sublingual glands 
Right Left Right Left 
gms. gms. gms. gms. 
Before operation ...... 0.655 0.565 
1 week after operation.. 1.250 0.300 
10 weeks after operation 3.460 0.090 0.860 1.005 
4 months after operation 1.635 0.265 0.645 0.550 


(Note: all secretions are for simultaneous periods 
of three minutes). 


COMMENT 


Only 43 cases of glossopharyngeal neuralgia 
have been reported.? The pain in most of the 
cases has originated in either the pharyngeal, 
tonsillar or lingual branch of the nerve, and this 
has led to the almost axiomatic statements that 
glossopharyngeal neuralgia is characterized by a 
trigger zone in the pharynx, tonsillar fossa, or 
posterior third of the tongue, and that cocaini- 
zation of these areas will relieve the pain. The 
fourth and last sensory branch of the ninth 
nerve is the tympanic branch or Jacobson’s 
nerve. Neuralgias limited to this branch are 
indeed rare, only 4 cases***° having been 
culled from the literature, Reichert having made 
the first evaluation of the condition as a neu- 
ralgia of the tympanic plexus. 

The tympanic branch supplies the Eustachian 
tube and middle ear, an area not readily tested 
for a trigger zone or anesthetized by cocaine to 
determine the effect on the pain. In the case 
here reported direct stimulation of the sensory 
area supplied by the tympanic branch was not 
carried out nor was it anesthetized. Neverthe- 
less, the fact that any manceuvre which increased 
the intrapharyngeal pressure caused a paroxysm 
of pain suggests that the trigger zone was in 
the Eustachian tube or middle ear. It is sug- 
gested that in patients with paroxysmal pain 
present in the distribution of the _ glosso- 
pharyngeal nerve, if anesthetization of the area 
supplied by the pharyngeal, tonsillar or lingual 
branch of the nerve does not relieve the pain, 
cocainization of the Eustachian tube and middle 
ear should be earried out. Failure to do this in 


_the case reported here led to questioning the 


diagnosis of glossopharyngeal neuralgia, and 
the patient suffered unnecessarily for three 
year's. 
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In neuralgia of the tympanic nerve the pain 
is described as beginning in the ear, usually 
deep and piercing, at a point just posterior to 
the angle and ramus of the mandible deep in 
the neck, neither on the surface of the skin nor 
on the surface of the pharynx or fauces. This 
latter location must represent the Eustachian 
tube. It should be possible to demonstrate a 
trigger zone by catheterization of the Eustachian 
tube. Stimulation of the external auditory 
meatus or the external canal did not bring on 
an attack. Unfortunately, the drum itself was 
not stimulated before operation. It is possible, 
in retrospect, that stimulation of the drum might 
have set up a paroxysm. 

The abolition of the cough reflex following 
stimulation of the external auditory meatus or 
tympanic membrane when the glossopharyngeal 
nerve has been sectioned shows that the reflex 
takes place by a referred sensation over glosso- 
pharyngeal fibres and this supports the con- 
clusion of Ramsey Hunt.’ From the findings 
with herpes oticus he concluded that the glosso- 
pharyngeal supplied these parts even though no 
sensory loss was demonstrable after section of 
the nerve. 


Our findings on the diminution of parotid 
secretion following intracranial section of the 
glossopharyngeal nerve confirm those of Reichert 
and Poth.® Secretion of the submaxillary and 
sublingual glands was essentially the same on 
the two sides after operation. The limit of error 
in measurement of the latter is much greater 
than in the case of the former, due to the close 
proximity of the ducts on the two sides. 


The area of sensory loss following section of 
the glossopharyngeal includes the pharynx on 
the same side from the level of the Eustachian 
tube orifices or higher down to the epiglottis, the 
tonsils and fauces, the posterior one-half of 
the soft palate and the posterior third of the 
tongue. Taste is lost over the posterior third 
of the tongue. There is anesthesia of the 
Eustachian tube, as shown by catheterization 
and inflation. 

The glossopharyngeal nerve has one motor 
branch which is said to supply the stylopharyn- 
geus muscle and also the palatopharyngeus, 
palatoglossus and superior constrictor muscles.° 
Tarlov’s* gross and histological studies (work to 


* Personal communication. 





be published) settle the question as to the pres- 
ence of a motor component in the ninth nerve. 
He points out that it might be possible to pre- 
serve the motor root since it is usually distinct 
from the large sensory root, The secretory fibres 
are probably carried in the motor root, and it 
would be of interest, physiologically, to preserve 
it. 

Intracranial section of the glossopharyngeal 
nerve is the treatment of choice for neuralgia 
of the tympanic branch of the nerve. Extra- 
cranial section, recommended by some neuro- 
surgeons, would fail to sever the tympanic 
branch which arises from the petrosal ganglion 
and passes through a foramen in the ridge of 
bone between the carotid canal and jugular: 
fossa. Avulsion of the nerve is a hazardous 
procedure. 


SUMMARY 


A ease of paroxysmal neuralgia of the tym- 
panie branch of the glossopharyngeal nerve is 
reported. The paroxysms of pain were sudden 
and short and referred to a region deep in the 
neck and ear rather than to the surface of the 
neck or pharynx. The trigger zone was prob- 
ably located in the Eustachian tube, for stimu- 
lation of the mucous membrane supplied by the 
pharyngeal, tonsillar and lingual branches of 
the ninth nerve did not cause the pain, and 
cocainization of this mucous membrane did not 
influence it. Intracranial section of the glosso- 
pharyngeal nerve was followed by complete relief 
from pain without uncomfortable sequele. 


Observations of interest in the result of this 
procedure were marked diminution of parotid 
secretion; no detectable motor paralysis; loss of 
taste over the posterior third of the tongue; loss 
of pain and light touch sensation over the pos- 
terior third of the tongue, the fauces, the tonsils, 
the pharyngeal wall from the larynx to the 
Eustachian tube and abolition of reflex cough- 
ing from stimulation of the external auditory 
meatus.. 


Glossopharyngeal neuralgia may involve all, 
or be restricted to any of the four sensory 
branehes of the nerve, and neuralgia of the 
tympanic branch merits separate consideration 
only because of diagnostic differences from the 
others. 


I am indebted to Dr. William Cone for many helpful 
suggestions and for permission to report this case. 
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TWENTY YEARS’ EXPERIENCE WITH ARTIFICIAL PNEUMOTHORAX: 
A STUDY OF 460 CASES* 


A. F. MILLER 


AND 


C. J. W. Beckwith, A. A. Girrin, H. R. Corserr anp A. V. FRASER, 


Kentville, N.S. 


‘THE following report is made upon tuber- 

culosis patients treated in the usual way at 
the Nova Scotia Sanatorium. The artificial 
pneumothorax treatment was begun and con- 
tinued while patients were in residence there, 
and in some eases patients returned periodically 
for refills for years after their discharge. In 
several instances refills were given elsewhere. 
The follow-up work was done and the histories 
studied at the same institution by members of 
our regular staff. 

The Nova Scotia Sanatorium is situated in 
the most easterly province of Canada, which 
enjoys a maritime climate much less severe than 
that of northern New York State or that of 
central Ontario, where are located some better- 
known resorts. The sanatorium is approximate- 
ly at sea-level, built on a sandy hillside about 
fifty feet above a river valley in the famous 
‘‘fruit belt’’, seven miles from an inlet of the 
Atlantic Ocean. Our hours of sunshine are 
considerably greater than those on the Atlantic 
seaboard, and we are comparatively free from 
fog. In 1904, when it was first erected, our 
sanatorium had room for but 18 patients, and it 
was not until the days of the World War that 
its greatest development came. By 1918, we had 
some twenty-five buildings, with accommodation 
for 350 ex-service invalids. Up to this time we 
depended upon rest, regulation of life in the 
open, and good feeding, as the accepted method 


* From the Nova Scotia Sanatorium, Kentville, N.S. 


Read at the Fifty-first Annual Meeting of The 
American Clinical and Climatological Association, 
Toronto, May 21, 22, 23, 1934. 





of treatment, although, it may be of interest to 
note, we had used artificial pneumothorax for a 
few patients as early as 1914, at which time we 
were without the aid of the x-ray or the fluoro- 
scope in selecting and supervising our pneumo- 
thorax eases. It was not until 1919 that we had 
a small x-ray unit kindly presented to us by 
the Canadian Red Cross Society. In 1921, one 
of us published in The American Review of 
Tuberculosis, our experience with artificial pneu- 
mothorax. While only 60 cases were included 
in that report, the result of treatment in a num- 
ber of these was sufficiently gratifying to en- 
courage us to make use of this valuable aid more 
frequently than we had formerly done. In 
1927 the x-ray equipment at this institution 
was replaced by a modern outfit of the best 
manufacture. With a trained roentgenologist 
in charge of this department, we were now in 
a better position, through careful radiographic 
and fluoroscopic examinations, to study, select 
and control our cases for pneumothorax as well 
as for other operative treatment. 

It may be considered by some of those who 
study our statistics that a number of the pa- 
tients reported upon were not wisely chosen for 
this treatment, judging by the patients’ apparent 
failure to receive much benefit from it. There 
is probably truth in such an opinion, but it 
should be remembered that under the conditions 
we have just outlined we had in at least 43 of 
these cases neither radiographic nor fluoroscopic 
aid when pneumothorax was first undertaken. 
Moreover, a considerable number of these pa- 
tients belong to the early years when pneumo- 
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thorax was a new treatment, and when it was 
often difficult to gain the consent of a patient to 
undergo compression of the lung unless he had 
about given up hope of recovery without it. In 
this study also is included a number of persons 
who were not considered suitable for compres- 
sion treatment, in the sense that permanent im- 
provement was hoped for, but to whom it was 
given practically as a last-resort measure to 
bring about relief of symptoms, such as per- 
sistent cough and expectoration, fever and 
hemoptysis. The end-results in such eases are 
usually unsatisfactory; that is, these patients 
usually add to the numbers appearing in our 
earlier tables in the columns marked ‘‘worse’’ 
and ‘‘dead’’. 

It must not be forgotten that the majority 
of patients admitted to state or provincial in- 
stitutions are in an advanced stage of tuber- 
culosis, many of them hopelessly ill and with 
little possibility of winning back health through 
the usual feeding and rest regimen. Such, at 
least, is the case at the Nova Scotia Sanatorium. 
At this institution in March, 1934, the 224 pa- 
tients were classified as follows: 13, or 5.8 per 
cent, minimal tuberculosis; 31, or 13.8 per cent, 
moderately advanced; 172, or 76.8 per cent, far 
advanced; 8, or 3.6 per cent, non-tuberculous. 
That is to say, fully 90 per cent of these patients 
were in an advaneed stage of tuberculosis, and 
the majority of them presented lesions of an 
exudative and progressive character throughout 
one or both lungs. For this reason one has to 
select cases for pneumothorax treatment as best 
he ean, to secure for patients such benefit as he 
may. We all know that unilateral tuberculosis 
is practically amenable to induced pneumo- 
thorax; but, unfortunately, most patients who 
come to institutions for the tuberculous present 
bilateral pulmonary lesions. Even among these, 
provided the disease in the contralateral lung is 
limited in extent and not altogether progressive 
in character, astonishing improvement, with 
cessation of active symptoms, frequently results 
from compression of the more diseased lung. 

As to the technique we employ, the pneumo- 
thorax apparatus we use, the quantity and fre- 
queney of refills of air, fluoroscopic examination 
before and after each treatment, x-ray films 
every three months or oftener if required, our 
method of carrying on pneumothorax is pretty 
much the same as that practised in other insti- 
tutions of accredited standing. We may say 





here that at the end of ten days’ observation of 
each patient on his admission to the Nova Scotia 
Sanatorium, and after careful clinical, x-ray 
and laboratory investigations, we decide without 
further delay if some compression measure 
should be undertaken. Little is to be gained by 
waiting, except in dubious cases in which we 
desire for a time to observe the character and 
extent of the lesion on the contralateral side. 

At the time this study was first considered, 
some fourteen years ago, we had a special 
‘‘summary sheet’’ for each patient prepared, 
and on the sheet was entered, both at the be- 
ginning and at the termination of treatment, 
such information as we considered necessary for 
the investigation that we had then in mind. 
Finally in 1932-1933 a questionnaire was sent to 
all patients supposed to be living, in whom 
pneumothorax had been either attempted or 
induced. 

It seems hardly necessary to mention the 
difficulty we had in tracing those who had once 
been under our care. Some patients were still 
to be found at their original home address, while 
some had moved elsewhere in the province, and 
others to different parts of Canada or to the 
United States. A number also had died with- 
out our knowledge. With patience, much cor- 
respondenece, and following every clue at our 
disposal, we were eventually able to gather suffi- 
cient material to enable us to proceed with the 
preparation of the graphs that compose this 
study. 

Although the main object of our investigation 
has been to determine the present condition, 
that is, well, living, dead, of all patients treated 
with pneumothorax, it is also .considered im- 
portant to learn whether those who submitted 
to pneumothorax have shown such improvement 
in health as to warrant other consumptive pa- 
tients undertaking the somewhat long, and, for 
many, comparatively expensive treatment, with 
the hope that recovery may eventually be 
brought about. For those with this thought in 
mind we trust the information gathered from 
the accompanying studies may shed further light 
upon the subject. 

We are reporting on 460 cases: 363 with 
pneumothorax and 97 without pneumothorax. 
The results of our studies are compiled under 
the following heads. 
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Table I—363 patients in whom pneumothorax 
was induced. Sex, stage and extent of disease 
and side treated. 

Table II1.—97 patients in whom pneumothorax 
could not be induced. Sex, stage and extent of 
disease and side treated. 

Table III.— Apparent results of artificial 
pneumothorax. Treatment at the time pneumo- 
thorax was discontinued in 237 eases according 
to stage of tuberculous pulmonary disease and 
duration of treatment. Tables IITA — IIIB — 
ITIC—ITID—IIIE. 

Table IV.—Study of present condition of 247 
patients who received pneumothorax treatment. 
A.—According to stage of disease at beginning 
of treatment. B.—According to type of original 
disease (x-ray). C.—According to the degree 
of compression. D.—According to duration of 
compression. E.— Pre-x-ray, 43 patients in 
whom the type of disease and degree of com- 
pression is unknown. 

Table V.—Oceurrence of death in tuberculous 
patients, according to stage, extent, and type 
of disease, comparing a group who received 
pneumothorax treatment with a similar group 
who did not receive pneumothorax treatment. 
A.—Oceurrence of death in 96 eases in which 


pneumothorax had been induced. B.—Occur- 
rence of death in 36 cases in which pneumothorax 
could not be induced. 

Table VI.—Comparison of present condition 
of patients who received pneumothorax treat- 
ment with that of patients having similar type 
and extent of disease, but who did not receive 
pneumothorax treatment. A.—Present condi- 
tion of 247 patients in whom pneumothorax 
was induced. B.—Present condition of 97 pa- 
tients selected for pneumothorax treatment in 
whom pneumothorax could not be induced. 

Table VII.—Study of results of artificial 
pneumothorax among 106 patients who are con- 
tinuing pneumothorax treatment. 

The very favourable showing of the moder- 
ately advanced, both as to ‘‘well’’ and the 
‘‘dead’’, as compared with those in the far- 
advanced group, is brought out in this Table. 
Of the moderately advanced 63 per cent are 
‘‘well and working’’ and 22 per cent are 
*‘dead’’; of the far advanced only 26 per cent 
are ‘‘well’’ and 36 per cent are ‘‘dead’’. An- 
other point worth mentioning is that almost 
four times as many patients with pneumothorax 
are well and at work as those of a similar group 
without pneumothorax. 


TABLE I. 
WITH PNEUMOTHORAX 


49 per cent males 
éé 


28 * moderately advanced 
19 ‘* ** ynilateral disease 
46 ‘* ‘*¢ right side 


3 ce ce 


bilateral pneumothorax 


59 per cent males 


23 “* ~ ** moderately advanced 
10 ** ** vwynilateral disease 
54 ** right side 







TABLE IT. 
WITHOUT PNEUMOTHORAX 


TABLE ITT. 
(Omitted on account of the length of five sub-tables) 


TABLE IV. 





51 per cent females 


72 ‘6 ‘¢¢ far advanced 
80 ‘* *¢ hpilateral disease 
53 ‘6 ‘¢* left side 


41 per cent females 


76 ‘* ‘¢¢ far advanced 
90 ‘* ¢¢ bilateral disease 
46 ** ‘© left side 


Stupy oF PRESENT CONDITION OF 204 PATIENTS WHO RECEIVED PNEUMOTHORAX TREATMENT 


A.— ACCORDING TO STAGE OF DISEASE AT BEGINNING OF TREATMENT 





Stage of disease 






Per cent 
Moderately advanced .... 54 or 26.4 
Pat GAVERCR 2 os<scssccs 150 or 73.6 
204 or 82.1 








Present condition of patients 


Well Liwing Dead Unknown 











Per cent Per cent Per cent Per cent 
63 Wa 22.2 ot 
26 ote 36.0 0.7 
35.8 30.4 32.3 Lb 
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COMPARISON OF PRESENT CONDITION: PNEUMOTHORAX AND NON-PNEUMOTHORAX CASES 


Present condition of patients—————— 


Moderately advanced and far advanced Well Living Dead Unknown 
Per cent Per cent Per cent Per cent 

Table IV A.—With pneumothorax........ 35.8 30.4 32.2 1.5 

Table VI B.—Without pneumothorax...... 10.3 52.6 37.1 0 


B. Present condition of 204 patients accord- 
ing to type of original disease (x-ray). (Table 
IV B omitted from the text). 

This table brings out the fact, which is not 
altogether unknown, that the exudative and 
mixed exudative-productive types of disease are 
generally of greater seriousness, especially so 
when disease of this nature affects both lungs. 
(Graph 1). 

C.—Present condition of 204 patients aecord- 
ing to degree of compression. (Table IV C 
omitted). 

In this table we have attempted to show what 
constitutes an effective as compared with an 
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ineffective compression of the lung. Our best 
results from pneumothorax have been obtained 
in those cases in which the degree of compres- 
sion has been over 50 per cent. In the moder- 
ately advanced and far advanced ‘‘dead’’, the 
mortality is considerably lower in the cases 
where there is a compression of 50 to 75 per 
cent and over, as compared with those in which 
the compression is less than 50 per cent. 
(Graph 2). 

D.—Present condition of 204 patients accord- 
ing to duration of compression. (Table IV D 
omitted). 

The findings recorded in this table give us 


» PRESENT CONDITION 204 PATIENTS 
ACCORDING TO DEGREE OF COMPRESSION 
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some idea as to the length of time pneumothorax 
should be maintained if we are to secure the 
best results from it. While considerable benefit 
has come to a number of patients who have had 
pneumothorax for one year or less, we find that 
the mortality rate in this group is somewhat 
high, viz., 46.7 per cent in the moderately 
advanced, 52.3 per cent among the far advanced. 
As to the patients who have had pneumothorax 
for a period longer than one year, results of 
treatment are notably better (groups 1 to 2 


Stage of disease 


Per cent 
Moderately advanced ...... 18 or 41.9 
POF GOUNMNE 6ckscincivces 25 or 58.1 
43 or 100 
years, 2 to 3 years, 3 to 5 years, 5 years and 


It is also to be observed that the mor- 
tality in the same duration groups is decidedly 
lower where pneumothorax has been continued 


over). 








get the best results from pneumothorax, com- 
pression of the diseased lung should be main- 
tained for at least three years. (Graph 3). 

This table shows the present condition of 43 
patients in our pre-x-ray days, before 1918, when 
we had neither the x-ray nor fluoroscope to 
guide us in the selection of cases and in the 
giving of refills of air. The value here is the 
sharp contrast between the results of compres- 
sion in these unsuitable cases and in the cases 
chosen with our present knowledge. The benefit 
of compression in the pre-x-ray days, in at least 
50 per cent, was practically none, and 67 per 
cent are dead—a striking lesson as to the neces- 
sity for the careful selection of cases. 


TABLE V (omitted) 


A.—Oceurrence of death in 96 cases in which 
pneumothorax had been induced, 
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B.—Occurrence of death in 36 cases in which 
pneumothorax could not be induced. 


TABLE VI (omitted) 


Comparison of present condition of patients 
who received pneumothorax treatment with that 
of patients having a similar type and extent 
of disease, but who did not receive pneumothorax 
treatment. (Graph 4). 


The most outstanding fact brought out in this 
study is that among the moderately advanced 


TABLE IV. 


E.—PRE-X-RAY—PRESENT CONDITION 43 PATIENTS IN WHOM TYPE OF DISEASE AND 
DEGREE OF COMPRESSION 1S UNKNOWN 





Present condition of patients———— 


Well Living Dead Unknown 
Per cent Per cent Per cent Per cent 
27.8 5.5 66.7 0.0 
20.0 8.0 72.0 0.0 
23.3 6.9 69.7 0.0 


{ 


58.6 per cent of those treated by pneumothorax 
are ‘‘well’’, while only 22.7 per cent of the un- 
treated are ‘‘well’’; and among the far advanced 
25 per cent of the treated are ‘‘well’’, while 5.7 


two years or longer. It seems reasonably safe per cent of the untreated are ‘‘well’’. This 
for us to conclude that, generally, if we are to may be summed up as follows: 
Well Living Dead Unknown 
Per cent Per cent Per cent Per cent 
Moderately advanced A.—With pneumothorax .. 34 58.6 6 10.4 16 27.6 2 3.4 
B.—Without pneumothorax 5 22.7 9 40.9 8 36.4 0 0.0 
Far advanced A.—With pneumothorax .. 40 25.0 57 35.6 62 38.8 1 0.6 
B.—Without pneumothorax 4 5.7 42 60.0 24 34.3 0 0.0 





It also appears that in the far-advanced group 
the percentage of deaths is higher among those 
treated with pneumothorax than among the un- 
treated. The most reasonable explanation of 
this is that, of those treated with pneumothorax, 
only 18.6 per cent had the additional aid of 
other forms of chest surgery, while of the un- 
treated group 60 per cent had operative treat- 
ment—thoracoplasty, phrenicectomy, oleothorax. 
Doubtless these curative measures had much to 
do with the lower mortality percentage reported 
in this group, This table, therefore, is not en- 
tirely a comparison of results of induced pneu- 
mothorax with those of hygiene and rest treat- 
ment alone, but it is to a considerable degree a 
comparison of the results of pneumothorax with 
those of more drastic measures of compression 
of enforeed rest of the lung. 
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TABLE VII (omitted) 


Results of pneumothorax among 106 patients 
continuing compression treatment. 


There is no point of great importance brought 
out in this part of the study, except that the 
value of pneumothorax is as well sustained here 
as among those who have completed treatment. 


SUMMARY 


We have come to see that artificial pneumo- 
thorax, when carefully given in wisely selected 
eases of tuberculosis, is of exceeding value in 
the saving of life. It is instructive to note 
(Graph 4) that in the moderately advanced 
group with pneumothorax two and one-half 
times as many patients are well and at work as 
in the case of a similar group without pneumo- 
thorax. In the far-advaneed group almost five 
times aS many patients are well and at work 
as those of a similar group without pneumo- 
thorax. 

We have had surprisingly few ill results 
among our patients who have submitted to 
therapeutic collapse of the lung. In no instance 
can we say that death has been caused directly 
by induced pneumothorax. As to complications, 
we have recorded in the past six years 36 per 
cent of our patients as having developed pleurisy 
with effusion. Small transitory effusions, such 
as are found by the x-ray examination in the 
costophrenie sinus, are not included, as these 
usually cause no symptoms and disappear in a 
short time, While the results of treatment, as 
a rule, are not affected to any extent by the 
effusion, provided it does not become purulent, 
we have observed that in several of our patients 
suffering from far-advaneced bilateral tuber- 
culosis the disease was subsequently aggravated 
by the development of this complication, contra- 
lateral extension being noted in seven. How- 
ever, the probability of benefit far outweighs 
such risks as there are. Tuberculous empyema 
developed in 8 per cent of our cases. This 
complication adds to the gravity of the prog- 
nosis. In addition 8 per cent had contralateral 
extension; 5 per cent adhesive pleuritis; 2 per 
cent spontaneous pneumothorax; 0.4 per cent 
hemothorax; 0.4 per cent surgical emphysema. 

It is seen also that we make use of other 
means of lung compression at the Nova Scotia 
Sanatorium. Of all patients in_ residence, 
artificial pneumothorax is given to 20 per 
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cent; phrenicectomy 10 per cent; phrenicectomy 
with pneumothorax 14 per cent; thoracoplasty 
3 per cent; oleothorax 6 per cent. That is, 35 
to 40 per cent of patients at this institution 
receive operative aid of one kind or another. 
We have not induced pneumothorax in patients 
in the minimal stage of tuberculosis. We believe, 
however, that in about 10 per cent of minimal 
cases patients might benefit from pneumothorax 
or phrenicectomy. 

The most suitable cases for artificial pneumo- 
thorax are undoubtedly those with unilateral 
tuberculosis. From Table I it is seen, however, 
that only 19.3 per cent of our pneumothorax 
patients have disease limited to one lung, where- 
as 80.7 per cent have disease in both lungs. 
Even among the latter a very considerable pro- 
portion receive marked benefit from the employ- 
ment of pneumothorax. ; 

As to when pneumothorax should first be in- 
duced, that is a matter that must be left to 
the judgment and skill of the physician. From 
the experience we have gained, we see that it is 
possible, after careful clinical, x-ray and labora- 
tory examinations have been carried out, to 
decide without delay as to whether or not pneu- 
mothorax should be undertaken. Bilateral dis- 
ease, depending upon the extent and type of 
the lesion in the contralateral lung offers, at 
times, considerable difficulty in coming to a de- 
cision, and it may require several weeks’ observa- 
tion of the patient before it can be determined 
whether or not it is wise to proceed with 
pneumothorax. 

We have also learned that a poor pneumo- 
thorax should not be continued indefinitely, 
especially where there are numerous or broad 
band-like adhesions present, or thick-walled 
cavities that fail to become obliterated. The 
best results from pneumothorax treatment, 
proper selection being taken for granted, depend 
largely upon the degree of collapse and the 
duration of compression. One should consider 
without undue delay whether or not some pro- 
cedure such as phrenicectomy, intrapleural pneu- 
molysis, oleothorax, or even thoracoplasty, 
should be employed. The benefit of these 
surgical aids is brought out in an interesting 
study of 75 patients of the Nova Scotia Sana- 
torium who submitted to a phrenicectomy. By 
means of a phrenicectomy alone, or as a supple- 
ment to an ineffective pneumothorax, we found 
that cavities in the lung were completely closed 
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in 20, or 33.3 per cent, and partly closed in 26, 
or 43.3 per cent; tubercle bacilli disappeared 
from the sputum in 30 to 40 per cent. 

No institution for the tuberculous is doing 
the best work unless some of these operative 
measures have been fully considered and tried 


out in certain eases, There should be no un- 
necessary delay in coming to a decision, as the 
gravity of the prognosis increases, especially in 
cases where some contralateral disease is pres- 
ent, the longer these supplementary procedures 
are withheld. 


Case Reports 


ANAEMIA OF THE NEW-BORN 


By WituiAm A. Henry, B.A., M.D., C.M., 
L.M.C.C., 


Bentley, Alta. 


All infants suffer various blood changes in 
the first few days of life, some showing these 
changes much more than others. Jaundice is 
usually the only sign observed, and this, al- 
though of varying degrees of intensity, generally 
clears up without treatment by the fifth day. 

Hemorrhage in the new-born is readily recog- 
nized by the sudden appearance of hemorrhages 
from various mucous surfaces and the cord. 
Often the first observed is a copious hemorrhage 
from the bowel. The baby becomes pale, and if 
treatment by whole blood is not instituted 
promptly the hemorrhages become more numer- 
ous and serious. Infants born in good condition 
and developing anzmia in the early days of life, 
without other manifestations, have been ob- 
served, but it is only recently that the condition 
has been recognized as a definite and separate 
entity. 

The following case illustrates very well the 
development of such a condition, its course, and 
treatment. 

Mrs. W., a small, thin woman, aged 39, pre- 
sented herself for pre-natal examination on 
October 29, 1934. She was a para-VII and her 
last normal period was May 5 to 9, 1934. Her 
previous confinement had occurred 314 years 
previously. Her family was healthy and she had 
never had any serious illness. She was in excel- 
lent health at the time of examination, Her own 
family history was negative. Her husband’s 
mother had been troubled with anemia at the 
menopause, and because of severe hemorrhage 
had been considered very ill for a long time. 
She had no trouble after the menopause and was 
still alive at an advanced age. One sister of 
the husband suffered from pernicious anzmia. 


On her visit, February 11, 1935, she was very 
pale, with a pulse of 80 and blood pressure of 
160/100, Her weight was 141144 pounds. The 
fetal heart was 160, very distinct, and situated 
to the left and below the umbilicus. The urine 
was dark in colour; specific gravity 1030; acid; 
albumin, three plus. 

The woman was admitted to hospital at 9 a.m. 
on February 12th, labour pains having started 
spontaneously a few minutes before. Labour 
progressed rapidly and satisfactorily, a baby 
boy being born at 2.20 p.m.—a normal R.O.A. 
confinement in every way, with no great burden 
on child or mother. Nembutal and gas-oxygen 
were used as anesthetics. 

The baby eried as soon as born and passed 
urine before the cord was cut. There was no 
cyanosis; the child was a good pink colour, well 
developed and well nourished, He was taken 
immediately to the nursery where he was given 
an oil bath, and argyrol 25 per cent was instilled 
into the eyes. He weighed six pounds, fifteen 
ounces. 

At 36 hours jaundice was noticed and con- 
tinued to develop during the first three days, 
but was not considered to be abnormal; but on 
the fourth day it became darker and the bowel 
movements were darker than usual for a baby 
of that age and condition. As the jaundice 
faded from the fourth day, the baby became 
paler. No blood was seen in the stools, in the 
urine, or from the navel. The cord was off. 
Examination of the mouth and throat showed 
no bleeding surface, and no membrane on the 
tonsils. Although the baby nursed well, he lost 
weight, being now down to six pounds, nine 
ounces. 

On the seventh day the pallor was so severe 
that the child was considered gravely ill. Yet 
it was bright, strong, and took its feedings well, 
and now weighed six pounds, eleven ounces. 
The colour was sheet white, even the mucous 
membranes were gray. There were no petechize 
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in the skin; no bleeding gums. The liver was 
palpable, but not larger than that of other 
infants in the nursery at that time. The spleen 
was not palpable, There were no lymph-gland 
enlargements. Search for hemorrhage showed 
there was no blood loss from any part of the 
body. 

The blood examination at this time gave white 
‘blood cells 14,800; hemoglobin 50 per cent. 
Eight ¢.c. of the mother’s blood was given the 
baby intramuscularly. 

At this time the baby was placed on a formula 
of cow’s milk as follows: milk 1 ounce, water 1144 
ounces, sugar 14 teaspoonful. (The mother had 
never had sufficient milk to nurse her babies). 
The formula was well taken and tolerated. The 
stools were normal in number and characteristics. 

At 9 days of age the baby was the colour of 
the sheets of his crib. There was no pink tinge 
to any part of the body. Breathing was rapid 
and the baby was listless, refusing food, and his 
weight was six pounds, seven ounces. 

Examination of the blood at this time showed : 
red blood cells 2,190,000; white blood eells 
19,800; hemoglobin 30 per cent; lymphocytes 
52 per cent; polymorphonuclears 38 per cent; 
others 10 per cent, The blood clotted quickly. 
(Nucleated red blood cells by mistake were in- 
cluded with lymphocytes, not being considered 
at first examinations). 

Differential count by Dr. J. J. Ower, Depart- 
ment of Pathology, Provincial Laboratory, from 
smears Submitted for examination: ‘‘Poly- 
morphonuelears 22.5 per cent; lymphocytes 41 
per cent; monocytes 6.5 per cent; eosinophiles 
4 per cent; nucleated red cells (all varieties) 
22.5 per cent; myelocytes 3.5 per cent. 

‘“The smear shows marked changes and abnor- 
malities of the red cells. There are many 
nucleated red cells, chiefly normoblasts, but some 
megaloblasts. Some red cells show mitotic 
figures; others show disruptions and fragmenta- 
tions of the nucleus. 

‘Many slate-coloured cells (polychromato- 
philia) are present, Marked difference in size 
of red cells is seen, many large ones, but only 
a moderate number of misshapen cells seen 
(poikilocytosis). This is the picture of a very 


grave type of anemia.’’ 

Kighty ¢.c. of whole blood was given into 
the sagittal sinus by the direct method, using a 
Seanlon apparatus, the father acting as the 
donor. 


There was no attempt to match bloods. 





The baby left the operating room a beautiful 
pink colour and appearing in every way a 
normal infant. 

Kight hours later breathing became rapid and 
laboured, and the baby refused food. The 
temperature was 104° by rectum. The skin 
was slightly eyanosed. Three hours later the 
temperature was 102.4°, and two and a half 
ounces of the formula was taken. By morning 
the baby’s temperature was 101.3° and it was 
acting like a normal baby. 

Following the transfusion the stools and 
urine became darker again, much the same as 
on the fourth day. There was no jaundice. No 
traces of blood could be found in stools. 

From this time the baby gained in weight and 
did well. The colour began to fade at once, so 
that by the end of thirty-six hours the pallor 
was again very noticeable. White blood cells 
17,400; hemoglobin 30 per cent. 

On the 13th day 135 e.e. of whole blood were 
given by the same method, a young relative 
acting as donor. This time there was no reac- 
tion as shown by the temperature and general 
behaviour of the baby. The stools became 
darker, as after the first transfusion, but the 
baby remained a good colour for a longer period. 
He gained weight, now weighing six pounds, 12 
ounces, and was a contented, bright little mite. 

Beeause the baby’s condition became rapidly 
worse on the 21st day, a third transfusion of 
150 ¢.c, was given by the same method. The 
baby left the operating room a good pink colour. 
In 12 hours the bowel movements became darker, 
dark green, and dark brown as on previous 
occasions, but there was no reaction. 

On the suggestion of Drs. J. J. Ower and J. 
Calder, the baby was given 0.5 ¢.c. of liver ex- 
tract intramuscularly. The baby at this time 
weighed six pounds, thirteen ounces, and was 
taking three ounces of formula every 3 hours, 
in addition to water given freely. 

Beginning with the 23rd day, the baby was 
given 1 ¢.c, intramuscularly, night and morning. 
Its colour was fair, not so good as after trans- 
fusion, but the pallor did not become so pro- 
nouneed. He rested well and was taking 4 
ounees of the formula, and was having two 
slightly constipated yellow stools per day. Tem- 
perature 99°; white blood cells 9,800; hemo- 
globin 50 per cent. Nucleated red blood cells 
were less numerous. 
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On the 28th day the baby was discharged 
from hospital in good condition. It was taking 
the four ounces of formula every 3 hours. It 
slept well and cried little. Its weight was seven 
pounds, four ounces. Blood examination: red 
blood cells 3,000,000; white blood cells 9,200; 
hemoglobin 60 per cent. Stain smear showed 
almost normal picture. 

It is believed that this was a case of rapid 
destruction of red blood cells, as demonstrated 
by the jaundice and dark stools and urine. This 
occurred after the second and third transfusions. 
Few, if any, red blood cells were developed by 
the infant. There were no other symptoms. No 
enlargement of the spleen; no enlargement of 
the liver; no enlargement of lymph glands. 

This case has been considered a case of 
anemia of the new-born.* 

This infant would have died if it had not 
been given a transfusion on the 9th day. That 
something more than just a supply of blood was 
needed is shown by the events following the 
three transfusions. Liver extract apparently 
supplied the curative factor. 

The baby reported at irregular intervals for 
liver extract, 2 ¢.c. being given at each injec- 
tion once weekly. A total of 10 ec. of liver 
extract was given. The baby took the formula 
well and gained slowly, a little too slowly, but 
the colour was very good. The amount of milk 
was increased at 3144 months, At 5 months the 
baby was apparently normal in every way. 
Hemoglobin was 70 to 80 per cent; weight 
twelve pounds, nine ounces. 

A differential count, by Dr. J. J. Ower, De- 
partment of Pathology, Provincial Laboratory, 
made at this time showed: ‘‘Neutrophiles 38 per 
cent; lymphocytes 45 per cent; endothelials 13 
per cent; eosinophiles 4 per cent. Smear shows 
no obvious abnormality in the red blood eells.’’ 


I cheefully acknowledge the help and suggestions 
of Dr. J. J. Ower, Department of Pathology, Provincial 
Laboratory, and also that of Dr. J. Calder, Edmonton, 
in the study of this case. 


**¢ Anemia of the new-born has been used to 
designate cases in which new-born infants, in the early 
days of infancy, develop pallor of a sheet-like white- 
ness as the only symptom. The blood picture is at 
first of a mild hypochromic type of anemia, with the 
nucleated red blood cells moderately increased.’’—Year 
Book, Pediatrics, 1934. 





A CASE OF GRANULOSA-CELL 
CARCINOMA OF THE LEFT OVARY 
IN A CHILD OF SIX YEARS 


By Brian D. BEst, 


Department of Obstetrics and Gynecology, 
University of Manitoba, 


Winnipeg 


The patient, P.A., a female Hebrew child, six 
years of age, was admitted to the Winnipeg 
General Hospital on April 16, 1935, under the 
eare of Drs. D. S. Mackay and R. F. Rorke. 

The complaints, as given by the mother, 
were: (1) vaginal bleeding for six days; (2) 
constipation for five weeks; (3) swelling of the 
abdomen ‘for five weeks; (4) enlargement of 
breasts for three months. © 

The history was briefly as follows. Five 
weeks prior to admission the child became 
quite constipated, and about the same time her 
abdomen became noticeably enlarged. Up to 
this time her bowels had always moved very 
regularly, and in consequence the mother 
treated her actively with castor oil and 
enemata. This treatment relieved the costive- 
ness but had no effect on the abdominal 
enlargement. 

On April 8, 1935, one week before admission, 
the mother, after giving the patient a warm- 
water enema, noticed blood flowing from the 
vaginal orifice and immediately thought she 
had injured the child with the enema nozzle. 
A doctor was summoned and the mass in the 
abdomen discovered. At no time did the pa- 
tient complain of pain or other subjective 
disturbance. The vaginal bleeding persisted 
and was present on admission eight days later. 
No clots or tissue were passed. 

Further interrogation of the mother revealed 
the fact that three months before admission the 
child had complained of stinging and fullness 
of the breasts, which were found to be enlarg- 
ing. In addition, the information was obtained 
that two weeks before admission, fine, downy 
hair was observed on the vulva and pubes. 
Strange to say, the mother paid but little at- 
tention to these rather striking signs. 

Personal and past history.—Not pertinent. 

' Family history.—The patient was the youngest 
child in a family of seven. Her brothers and 
sisters were all alive and well. 
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Physical examination (April 16, 1935).—The 
patient was a pretty, dark little Jewish child of 
about six years of age. She was very quiet, 
composed, and cooperative. 

Head.—Eyes bright, cheeks flushed. The 
pupils were large, equal, reacting to light and ac- 
commodation. Nose and ears were negative. 
Teeth in good condition; right lower lateral 
incisor, loose. Tongue—patchy, whitish coating. 
Throat — tonsils enlarged; some mucous dis- 
charge in pharynx. The cervical lymph nodes at 
angles of mandible were readily palpable, but 
not tender. The thyroid gland was diffusely 
enlarged. 

Breasts.—Enlarged, soft ; nipples enlarged and 
erect ; the areole were deeply pigmented. There 
was no secretion on expressing the gland. 

Chest.—No evidence of rickets. The lungs 
were negative. Axille—a small amount of fine 
hair was appearing. Heart—no obvious enlarge- 
ment, irregularity, or murmurs. Blood pressure, 
95/60. 

Abdomen.—Symmetrically protuberant, firm. 
The pubie and labial hair was present in small 
amount; umbilicus flat. Palpation revealed a 
globular, fairly firm, symmetrical, not tender, 
moderately freely movable mass in the middle 
of the abdomen, extending from the pelvis below 
to 1 em, above the navel, and laterally to within 
2 em. of each anterior superior iliae spine. It 
appeared to arise from the true pelvis by means 
of a flattened pedicle. Physically, it closely 
resembled a gravid uterus. It was dull on per- 
cussion. Auscultation revealed no souffle or 
other abnormal sound. 

External genitalia—The vulva was markedly 
enlarged for the patient’s age. The mons veneris 
and labia majora were covered with a moderate 
amount of fine downy hair; hymen intact. 

Recto-abdominal examination.—A large, glob- 
ular, movable, firm, non-tender tumour arising 
from the pelvis could be made out. The uterus 
was not definable. 

Extremities and reflexes—Nothing abnormal 
found. 


Laboratory tests.— Urinalysis (catheterized 
specimen).—Sp. gr. 1.022; albumin, negative; 
sugar, trace (in admission specimen only; none 
found in later analyses) ; acetone and diacetic 


acid, negative; microscopic appearance, nega- 


tive. Wassermann test, negative. Vaginal 
smears; negative for gonococeus. Blood.—red 





cells, 5,550,000 per e.mm.; white cells, 14,700 
per c.mm.; hemoglobin, 70 per cent (Sahli) ; 
differential count, polymorphonuclears, 75 per 
cent; small lymphocytes, 24 per cent; eosino- 
philes, 1 per cent. 

The Ascheim-Zondek test (Friedman modi- 
fication) was reported as negative. 

A diagnosis of granulosa-cell tumour of an 
ovary was made. 

A laparotomy was performed on April 20, 
1935, by Dr. D. S. Mackay. On opening the 
peritoneal cavity a considerable amount of 
clear fluid escaped. The tumour was lightly 
adherent to the parietal peritoneum, but was 
easily liberated and delivered through the 
wound. It was globular in shape, about the 
size of a large. grape-fruit, smooth, with yel- 
lowish patches on the surface, and of very firm 
consistence. It was attached to the left side of 
the pelvie cavity by a flat, broad pedicle. The 
uterus was enlarged almost to the size of a 
nulliparous adult organ. The right ovary was 
small and apparently normal. The tumour was 
packed off with gauze pads, the pedicle ligated 
with heavy silk, and eut. The abdomen was 
closed in three layers in the usual manner. 

During the operation considerable shock was 
shown. The patient responded well to 500 c.e. 
of 5 per cent glucose in normal saline, intra- 
venously. The immediate condition after opera- 
tion was good. Her convalescence was 
excellent. The skin sutures were removed on 
the ninth day, the wound, well healed. The 
child was sitting up on the tenth day and out 
of bed on the eleventh. The vaginal bleeding 
stopped four or five days after operation. 

Pathologist’s report—‘‘ Encapsulated tumour 
the size of a grape-fruit, measuring 7 x 10 x 13 
em. The surface is smooth, apart from several 
flat, yellowish nodules measuring from 1 to 2 
em. in diameter. The cut surface has a varie- 
gated, lobulated appearance. The central part 
shows hemorrhage and degeneration. The sub- 
capsular tissue is yellowish and shows several 
small cystic spaces filled with gelatinous ma- 
terial. Microscopie: Granulosa-cell carcinoma. 
Wm. Boyd, M.D.’’ 


COMMENT 
Granulosa-cell tumours of the ovary have 
been receiving definite recognition only within 
the past two years. Although uncommon, they 
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perhaps occur more often than is generally 
supposed, and no doubt many will be reported 
during the next few years. Of 172 carcinomas 
of the ovary examined by Klaften’ 8.1 per cent 
were of the granulosa-cell type. This author 
states that 48.7 per cent occur in women of the 
child-bearing period, 42.5 per cent in women 
after the menopause, and only 8.7 per cent in 
children before puberty. Emil Novak,” * up to 
May, 1934, had seen only three such cases in 
girls before puberty, and could find only an 
additional three reported in the literature. The 
youngest case on record occurred in a girl 4 
years old (Klaften‘). 

All the eases so far deseribed, occurring in 
immature girls, have been characterized by 
precocious sexual development, together with 
an ovarian tumour. The premature onset of 
puberty is characterized by true periodic or 
menstrual bleeding, hypertrophy of the breasts, 
growth of pubic hair, enlargement of genitalia 
(vulva, vagina, uterus); and a general transi- 
tion from the girlish to the adult female 
conformation. The tumour is usually uni- 
lateral and of a low grade of malignancy, early 
operative removal thus allowing of a fairly 
good prognosis. Operation is usually followed 
by a return to childhood characteristics, or at 
least prevents further development of the 
secondary female sex characters. 


SUMMARY 


A ease of granulosa-cell carcinoma of the 
ovary in a girl of six years of age is described. 
The clinical and pathological findings were 
typical, being similar in nature to the few cases 
hitherto reported in the literature. The tu- 
mour was removed and at date of writing the 
patient is making excellent progress, with slow 
retrogression of the prematurely developed 
secondary sex characteristics. 


The writer wishes to acknowledge his thanks to Dr. 
D. 8. Mackay for the opportunity of reporting this case 
and to Professors Wm. Boyd and A. T. Cameron, for 
much helpful assistance. 
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A CASE OF INTRATHORACIC LIPOMA 


By A. Cuirrorp Asportt, F.R.C.S.( EDIN.) AND 
ELAINE Gora S. Wess, M.D., 


Winnipeg 


Intrathoraciec lipomata are of great rarity. 
The most comprehensive report in current 
journals is one by George Heuer.*’ He made an 
extensive search into medical literature and 
found records of only 30 eases. This represents 
a survey dating from 1783, when the first case 
was reported by Fothergill. 

Heuer classifies intrathoracic lipomata into 
three groups: (a) Those of hour-glass form, or 
dumbell tumours, which are in part intrathoracic 
and connected by an isthmus with the extra- 
thoracic portion (9 eases). (b) Anterior supe- 
rior mediastinal lipomata presenting at the root 
of the neck. There were but 4 such, and it is 
to this group that our case belongs. (c) Those 
lying completely within the thorax. Of these 
18 have been reported. 

In the cases belonging to group (b) the 
lipomata arose in the anterior superior medi- 
astinum and became visible at the root of the 
neck. Three were men in the fifth decade of 
life; the fourth was a child of six (Fitz- 
williams). The symptomatology varied—pain, 
dyspnea, hemoptysis, paroxysmal cough,.cyano- 
sis, hoarseness, choking spells. In one ease, 
there were no symptoms (Beatson). Lemon had 
the only case in which there were chest findings 
—mediastinal dullness, distant breath sounds, 
cardiac displacement, with corresponding x-ray 
signs. 


CAsE REPORT 


B.B., male, aged 29 years. 

Complaints. — A mass in the lower right 
anterior triangle of the neck, six months pre- 
viously, which had slowly inereased in size and 
at time of examination was as large as an egg; 
nervousness for 2 years; a loss of nine pounds 
in weight during the preceding 2 weeks. 

There was no history of palpitation, increased 
appetite, or heat intolerance. Neither was there 
dysphagia, cough nor hoarseness. 

Examination—A man of average build and 
rufous colouring. Height five feet four and three- 


quarter inches. Weight 145 pounds. Pulse 70, 
respiration 18, temperature 97.3°. The eyes 
reacted to light and accommodation. There was 
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no exophthalmos, nor were any eye signs typical 
of Graves’ disease elicited. The cervical nodes 
were just palpable, 

Both lobes of the thyroid were palpable and 
normal in contour and size. One could pick up 
the right lobe between the finger and thumb and 
no connection with the mass below could be 
made out. The tumour extending up from under 
the right clavicle was soft, smooth, and of even 
consistency. Its outline was oval, was not ad- 
herent to the skin, did not move on deglutition, 
and its lower margin could not be felt. There 
was no thrill or bruit. The pulses were equal 
on both sides. Blood pressure, 112/78. Basal 
metabolic rate -3. X-ray of chest was negative, 
and all the systems were normal. 

Discussion.—It was thought that this was not 
an enlargement of the thyroid but a simple 
tumour extending up from the mediastinum, 
because: (@) the mass did not move on degluti- 
tion and yet it was of soft consistence; (b) the 
thyroid was palpable, separately, and immediate- 
ly posterior and above the tumour; (c) there 
were no toxic symptoms; (d) the lower margin 
of the tumour could not be detected. 

Course.—Operation was performed June 25, 
1934. The usual collar incision was used and 
a lipoma, the size of a lemon, lying anterior to 
the thyroid and extending into the superior 
mediastinum was removed. The patient made 
an uneventful recovery and left hospital on 
July 3, 1934. 
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A GIANT PAROVARIAN CYST. 
By W. H. Irvine, M.D., 
Fredericton, N.B. 


It is very exceptional nowadays to encounter 
monster tumours, because the resources of 
surgery are so readily available. This woman 
however lived in a rather remote sparsely set- 
tled rural spot, and was obsessed with morbid 
ideas about both surgeons and hospitals, and it 
was only through the intercession of her clergy- 
man, when called to administer extreme unction, 
that she finally consented to be removed to the 
Victoria Hospital, Fredericton. 


i 


Mrs. G.H., aged 65 (Case No. 459, 34). On 
June 12th, 1934, she had an enormously dis- 
tended abdomen, with general soreness, was very 
dyspneiec, apathetic, icteroid, nauseated, and 
emaciated, with facies ovarina. The abdomen 
was smooth, fluctuant, dull to percussion, and 
symmetrically distended. She manifested enure- 
sis and oliguria. Blood: red eells 1,200,000; 
white 14,200. , 

Owing to her cynotie state on arrival para- 
centesis was done and 160 ounces of a rather 
thick greyish fluid were removed by the intern, 
and the next day, the writer slowly removed by 
trocar 410 additional ounces. On the third day 
she was taken to the operating room and the 
cyst exposed by means of a mid-rectus incision. 
The sae was everted and emptied of as much 
more fluid, the adhesions being readily overcome 
with the edge of the hand, when a large mass was 
found on palpation in the right lower quadrant, 
and on extension of the wound at the lower end, 
and well within the pelvis, another flood of 
fluid was liberated, in all considerably over 
1,600 ounees. Unfortunately much eseaped with- 
out having been measured, but the whole, along 
with the sae and pedicle, which latter was very 
broad, attenuated and organized, with part of 
the uterus removed, undoubtedly weighed at 
least 100 pounds. The abdomen consequently 
being very thin, and it being desired to obviate 
shock, we closed the cavity with silk worm gut 
en masse, instilling 900 e.c, of normal saline, 
without drainage. The woman left the table in 
fair condition and her subsequent convalescence 
was uneventful. 

Last month she called at my office and ap- 
peared to be in excellent spirits and health, and 
possessed of a very respectable physique. She 
told me that before operation her abdomen was 
even with her knees when she was sitting up. 
She is a farmer’s wife and now does her own 
work, and looks on life from an entirely new 
viewpoint. 

Her satisfactory recovery, in the writer’s 
judgment, is largely attributable to the slow 
removal of the pressure on the vital organs, 
notably the thoracie viscera, thus evading post- 
operative alveolar (pulmonary) transudation, 
with inevitable pneumonosis; plus the free use 
of normal saline intraperitoneally, which was 
used as: warm as we considered to be within the 
limits of tolerance. 
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TWENTY-FIVE YEARS 


ARLIER in the year Canada, in common 

with other parts of the British Empire, 
celebrated with enthusiasm the twenty-fifth 
anniversary of our King’s accession to the 
throne. Although marred by the hideous 
interlude of the Great War King George’s 
reign stands out, nevertheless, as marked 
by notable achievement, in social relation- 
ships, in political science, in scientific dis- 
covery. And even the Great War and its 
aftermath, the Great Depression, have 
taught us much. In spite of these progress 
has been continuous, if somewhat hampered 
for the time. The War consolidated our 
views, provided us with a new outlook, and 
created a new enthusiasm, in medicine as 
well as in other directions. It will be 
profitable to pause a while and take stock. 

We may divide the period under review 
into three parts—pre-war, from 1910 to 
1914; war-time, 1914 to 1918; post-war, 1918 
to 1935. These three divisions are sharply 
delimited, socially, economically, and po- 
litically, and not less so medically. 

During the pre-war time, life was quieter. 
So far as medicine was concerned life was 
easier. The teaching of medicine was broad 
and clinical. The practice of medicine was 
based on morbid anatomy, morbid histology, 
and bacteriology; of surgery, on regional 
anatomy; of obstetrics, on endurance 
tempered . with manual dexterity. La- 
boratory methods and diagnostic radiology 
were in their infancy. The Wassermann 
test was new and the arsenical treatment of 
syphilis had just been introduced. Diag- 
nosis was easier because unhampered by too 
much science. Dogma and authority were 
not so often questioned, and in large measure 
medical opinions were coloured by the tra- 
ditions of the past. 

During the war-time all the theories of 
medical practice, whether well founded or 
ill founded, were cast into the crucible, much 
to our advantage. The handling of wounds 
and fractures and the study of infections 
were revolutionized. The value of pre- 
ventive inoculations of typhoid vaccine and 


of tetanus antitoxin was established beyond 
question. Blood transfusion and _ blood 
grouping were accorded their proper place. 
Hygiene and preventive medicine acquired 
an added importance. The triumphs of the 
medical service are to be attributed to the 
team-work of physicians, surgeons, radi- 
ologists, bacteriologists, and hygienists. We 
should add that the discipline of the army, 
the submission to authority, also went far 
to account for the satisfactory results. 
Novel and uncommon diseases cropped up— 
trench foot, trench fever, trench mouth, 
infectious jaundice, dengue fever, and others 
of a different character, such-as “soldier’s 
heart” and shell-shock, adding to our clinical 
experience. Much of the knowledge then 
acquired passed over to peace time and is a 
permanent asset. 

During the difficult period of readjustment 
after the war, at least at first, attention was 
focussed on certain legacies that were left. 
The study of the ‘‘soldier’s heart’’ led to 
greater interest in cardiology; shell shock 
and other nervous conditions gave an impetus 
to the development of psychology and 
psychiatry; and the inevitable reparative 
surgery suggested the necessity of vocational 
training. Then came the time when clini- 
cians and laboratory workers of all kinds 
could give themselves unreservedly to new 
problems. Advance has been continuous 
and in certain directions spectacular. Per- 
haps, if it is safe to generalize, we may say 
that biochemistry, physiology and physics 
have come into their own and at present 
dominate the picture. The discovery in 
1906 by Gowland Hopkins of what we now 
call vitamins has proved most fruitful, and 
as a result of the work of the Mellanbys, 
Chick, and Steenbock, to mention some of 
the leaders, a new outlook has developed in 
regard to the recognition and treatment of 
deficiency diseases. Through the liver treat- 


ment devised by Minot and Murphy per- 
nicious anemia has become controllable. 
The work of Banting, Collip, and Best in 
regard to hormones is outstanding, and here 
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Canada has given the lead. Radiology has 
added immensely to our diagnostic and 
therapeutic resources. The sphere of radium 
has been more accurately defined. 

The advances in surgery have been re- 
markable also. Operations that were 
formerly regarded as impossible have come 
into practical politics, for example, those on 
the pituitary body, the pineal gland, the 
parathyroids, the lungs, and the adrenals. 
The thyroid is being operated on for the 
relief of angina pectoris. Miscellaneous 
medical conditions, such as angina pectoris, 
hyperpiesia, migraine, megacolon, are being 
attacked by surgical measures directed at 
the sympathetic nervous system. The 
specialty of neuro-surgery has developed in 
a phenomenal fashion. Endoscopy has been 
perfected. 

Preventive medicine and hygiene also have 
their triumphs. Typhoid fever, common 
before 1910, is now rare in civilized countries. 
Tuberculosis of the lymphatic glands and of 
the bones and joints, formerly much in 
evidence in our hospitals, is hardly ever seen. 
“Summer diarrhoea”’ of children, if not un- 
known, is at least much less common. Diph- 
theria has in some places been practically 
eradicated. 

New methods of anesthesia have been 
devised and new anesthetics discovered; 
new drugs, too, notably the barbiturates and 
synthetic vitamins. 

The practice of obstetrics has been im- 
proved by the present-day insistence on the 
importance of pre-natal care. There is a 
tendency towards conservatism in the treat- 
ment of the toxzemias of pregnancy. 

The work of Sir Henry Dale in regard to 
the transmission of nervous impulses is one 
of the outstanding achievements in physi- 
ology, one which has promise of useful 
applications. 

In the social and economic relations of 
medicine we have seen the great extension 


of industrial, accident, and general health 
insurance; the spread of contract practice; 
the development of the associate clinic. 

We note the increase of specialism, the 
establishment of greater team-work between 
physicians, surgeons, radiologists, laboratory 
workers, pathologists, physiologists, and bio- 
chemists. This is all to the good, but brings 
its own difficulties and demands a new 
orientation of endeavour. 

Now, what of the future? He would be 
bold who would venture a final opinion. Our 
suggestion at the moment is that medicine 
as a science will become steadily more compli- 
cated, so that increase in specialism is in- 
evitable. It will soon be impossible for any 
one brain even to apprehend what is going 
on in research. Consequently, our curriculum 
of medical studies will have to be revised in 
the direction of simplicity, a return to first 
principles, and the elimination of much 
special and technical instruction, looking 
towards the production of good, safe, general 
practitioners. Probably, too, the course in 
medicine could be shortened in that case. 
Another suggestion is that the cleavage be- 
tween physician, surgeon, gynzcologist and 
specialist, which is gradually growing less, 
will ultimately disappear. Medical men will 
all become specialists, but specialists who 
must be conversant with all the work done 
in other departments of learning that has a 
bearing on their own domain. Team-work will 
eventually be the only attribute of medical 
practice to be permanent. Anatomy, physi- 
ology, and biochemistry will come into 
relationship with practical problems of diag- 
nosis and treatment in increasing measure. 
We shall insist less on the acquirement of 
facts, which may soon cease to be facts, and 
more on the development of character and 
the scientific sense. Enthusiasm, often ill- 
founded, will give place to caution. A new 
world in medicine is in the making. 


Aa G. N. 








THE USE OF ERGOTAMINE 


IGRAINE is an ancient disease. The 

first clear description of a case appears 
in the Hippocratic writings’ and its name is 
derived from “hemicrania”, the term given 
by Galen in the second century A.D. It 
has claimed as sufferers many distinguished 
men, who have thereby enriched our clinical 
descriptions of the disease, but to the present 
day its essential nature has remained un- 
known. 

Most theories as to its causation have 
centred in the idea of a temporary dis- 
turbance in the cerebral vascular system. 
However, two recent critical summaries of 
the literature of migraine by Henry Alsop 
Riley’ and by Vallery-Radot and Hamburger’ 
show how little most of the theories will stand 
the test of criticism. Cerebral physiology is 
still a new field for experiment, and there is 
much speculation and very little established 
fact. Consequently, the treatment of mi- 
graine has remained empirical, and the 
remedies tried cover almost the entire range 
of therapeutics—psychological, medical, and 
surgical. It is perhaps remarkable that each 
method has claimed a considerable degree of 
success, but only in some hands, and none 
has contributed towards a fundamental 
knowledge of the disease itself. The physi- 
cian cannot therefore be blamed for sceptic- 
ism when another new remedy for migraine 
is proposed. , 

Ergotamine tartrate, one of the alkaloids 
of ergot, was first shown to relieve migraine 
headaches by Maier* in 1926, and this was 
followed by several other encouraging 
accounts in the French and German literature. 
Lennox and von Storch, of Boston’ have 
recently reported their studies of the effects 
of ergotamine tartrate in 120 cases of long- 
standing migraine, while other American 
authors are reporting similar results. 

Lennox and von Storch obtained ‘‘abrupt 
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and complete cessation of the headache’’ in 
89 per cent of their cases on the first trial of 
the drug, and on most subsequent trials. 
They believe that we have now “a non- 
sedative drug which almost invariably aborts 
even the worst of migraine headaches’’. 
They do not explain why the drug gave no 
relief in their remaining cases. On repeated 
use of the drug in later attacks of migraine 
they found that the free intervals between 
attacks have not altered significantly in the 
majority of cases. Ergotamine tartrate may 
thus be an effective means of aborting in- 
dividual attacks, but is not to be considered 
a “cure” for migraine. It is noteworthy 
that the effect is almost specific, for most 
headaches of non-migrainous type are not 
relieved by the drug. They advise the use 
of 0.56 mg. (1 ¢.c. ampoule) given subcu- 
taneously or intramuscularly at the onset of 
an attack, and repeated if necessary. Ona 
first trial, half this dose is advised, and the 
lowest effective dose for each patient should 
be determined, as 0.25 mg. or less may be 
sufficient in some cases. The interval before 
relief will vary with the method of ad- 
ministration, but in subcutaneous injection 
this is usually forty-five. to ninety minutes. 
They do not advise oral use except in milder 
cases, and do not advise continuous daily use 
in an attempt to prevent attacks. 

There are certain definite limitations to 
the use of ergotamine. Pregnancy and 
cardiovascular disease are possible contra- 
indications. Then unpleasant symptoms may 
follow use of the drug, particularly nausea 
and vomiting, lassitude, and, less often, 
muscular pains or substernal sensations, 
though most of the patients have readily 
traded these for the relief from pain. The 
drug is still expensive, a 0.5 mg. ampoule 
costing about thirty-five cents. In spite of 
this, if the results of Lennox and von Storch 
are borne out by wider use of the drug under 
varying conditions, ergotamine will replace 
most other drugs in the treatment of mi- 
graine, though it will never take the place of 
thorough investigation of every case, to find 
and remove possible causes of the attacks. 

-There remains the important question of 
the mode of action of ergotamine. If it 
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relieves migraine headaches so specifically, 
may it not yield some knowledge of the 
pathological function which until now has 
been so successfully hidden within the 
“vault” of the skull? In man, intravenous 
injection raises systolic and diastolic blood 
pressures, and decreases pulse pressure and 
pulse rate. Lennox, Gibbs and Gibbs® have 
shown that cerebral blood flow is moderately 
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increased, but they do not consider this an 
adequate explanation for the relief of pain, 
as certain other substances increase cerebral 
blood flow to a greater degree but do not 
uniformly relieve the headache. Their im- 
portant investigation continues, and it is to 
be hoped that it will bring new knowledge of 
this painful and distressing malady, and so 
lead to a more rational—and successful— 
therapy. 
F. L. MCNAUGHTON, 


Editorial Comments 


A Cup of Tea 


It is probably safe to say that the average 
man knows very little about tea. Ask him which 
has most caffeine in it, coffee or tea, and he will 
probably say coffee, if indeed he realizes that tea 
has any at all. He will probably know that tea 
contains tannin, and that this is brought out by 
prolonged infusion, but he will not realize 
that milk completely neutralizes any possible 
effects of tannin. Nor will he know that tea 
infused for a long time contains no more caffeine 
than the infusion of the first few minutes: this 
is because caffeine is extremely soluble and is 
very quickly dissolved out of the leaf. 

Many medical men also are probably some- 
what hazy on the subject. A large literature has 
grown up around tea since its introduction into 
England early in the 17th century: Pepys 
wrote in his diary: ‘‘I did send for a cup of tee 
(a China drink) of which I had never drunk 
before.’’? But much of this literature has been 
merely declamatory, both in praise and in dis- 
paragement, and although there have been 
investigations into the qualities of tea these have 
been seattered, The pharmacologist, the com- 
mercial interests, the chemist, the doctor, have 
all contributed to the discussion, but we have 
always needed such a clear-cut summary of the 
medical aspect of tea as has been recently issued 
by the Tea Market Expansion Board.* The 
effects of tea, it is shown, are due to (a) caffeine, 
(b) tannin, and (c) certain volatile oils, about 
which it may be said at once that they are only 
present in very small quantities, probably too 
small to be effective, at any rate not yet in- 
vestigated. Personal idiosynerasy must also of 
course be included. The ordinary cup of tea 
contains no more than between one and two 
grains of caffeine. The amount of tannin will 


* Report of Clinical and Laboratory Investigations 
on Tea, 1934, prepared for the International Tea Market 
Expansion Board, 


depend on the length of time the tea has been 
infused, and also on the kind of tea, green tea 
containing more than black. In ten minutes 
tannin is produced in noticeable quantities, but 
careful observations show that under ordinary 
conditions the first effect of tannin is to stimulate 
gastric secretion, and the heightened acidity 
thus produced neutralizes the astringency of the 
tannin. More important perhaps is the fact 
already mentioned, that the tannin is completely 
nullified by milk, which forms an insoluble com- 
pound with it. It may also be noted that tea 
tannin bears no close relationship either in com- 
position or action to the tannic acid of the 
pharmacopeeia. 

Both clinical and laboratory investigations 
seem to completely justify the conclusion that 
the few ill effects that may come from tea are 
the results of excessive consumption and bad 
preparation, and of these we presume no more 
need be said. We can only add that this booklet 
contains attractive recipes for new ways of 
making tea that might well be sufficient tempta- 
tion to err in the first-named direction. 





Joseph Colt Bloodgood, B.Sc., M.D. 


His many friends in Canada as well as else- 
where will regret greatly the passing of Dr. 
Joseph Colt Bloodgood, who died suddenly on 
October 22nd from coronary thrombosis. He was 
Adjunct Professor of Surgery and head of the 
Laboratory of Surgical Pathology of Johns 
Hopkins University, Baltimore, 

Doctor Bloodgood was born at Milwaukee on 
November 1, 1867. He was a Bachelor of 
Seienee of the University of Wisconsin and a 
Doctor of Medicine of the University of Penn- 
sylvania (1891). In 1892 he served as assistant 
resident surgeon at the Johns Hopkins Hospital 
and then went abroad for study. On his return 
in 1893 he became resident surgeon at Johns 
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Hopkins Hospital and rose through various 
grades to a high position in the University. He 
was regarded as an authority on cancer, which 
subject occupied much of his time and energy 
during the past few years. He was one of the 
founders of the American Society for the Control 
of Cancer and was a member also of the Ameri- 
can Association of Cancer Research. Other 
memberships were in the American Surgical 
Association, the Southern Surgical Association, 
the Society of Clinical Surgery, the American 
College of Surgeons, the Deutsche Gesellschaft 
fur Chirurgie, and the American Public Health 
Association. The Radiological Society of North 
America, to which also he belonged, recognized 
his eminent services by awarding him a gold 
medal for his studies of malignant tumours of 
bone and their diagnosis and treatment by means 
of radium and x-ray. Doctor Bloodgood had 
accumulated an immense amount of clinical, 
pathological, and statistical information in re- 
gard to cancer and wrote much and spoke much 
on the prevention and early diagnosis of the 
dread malady. He lived in hopes, too, of dis- 
covering some staining agent which when 
injected into the blood stream might manifest a 
selective action on malignant cells, and so pro- 
vide a means for the recognition of malignancy 
at its inception. A great figure has been lost to 
medical science. A.G.N. 





Man’s Fight Against Disease 


This brochure is composed largely of repro- 
ductions of a series of placards dealing with the 
history of health, hygiene, and medicine pre- 
pared by the Metropolitan Life Insurance 
Company, which have been on exhibition in the 
United States National Museum at Washington. 
The pages are printed only on one side, with a 
decorative and informative border, and each is 
embellished with an appropriate illustration. 
The letter-press is brief, but presents the salient 
features of the various topics in an effective way. 
The whole presentation is attractive, and the 
reader in a few minutes can acquaint himself 
with the most important discoveries and ad- 
vanees in medical science and have his appetite 
whetted for more knowledge of the kind. The 
booklet is not for sale, but one copy will be sent 
gratis to any teacher in grades above those of 
the public school and to school medical officers 
and school nurses, on application to the Metro- 
politan Life Insurance Company, Canadian 
Head Office, Ottawa. This is one more evidence 


of the good work that this Company is doing in 
regard to the dissemination of sound knowledge 
about health matters. 


A.G.N. 
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What You Should Know About Series: 
No. 4.—Tuberculosis* 


This, the fourth, booklet in the series dealing 
in, popular fashion with important health topics 
has just left the press. Cancer and heart dis- 
ease, the two most important causes of death, 
have already been dealt with, and now tuber- 
culosis, the next in order, receives adequate 
treatment. 

The treatise opens with a brief historical 
introduction which deals with the disease and the 
measures that have been adopted to cope with it. 
Then comes a simple description of the lungs 
and of the process of respiration. Tuberculosis 
is defined, the bacillus is described, and the 
nature of tuberculous infection is explained. 
The lay reader is taught how to suspect the 
onset of tuberculosis and his attention is drawn 
to the factors favouring infection and the mode 
of dissemination. Prevention, the rationale of 
treatment, sanatorium care, and the precautions 
to be taken after the patient has returned home, 
all receive proper attention. There is valuable 
advice for contacts and an appeal for coopera- 
tion. This booklet is a helpful contribution to 
the Health Service sponsored by the Canadian 
Medical Association and the Canadian Life 
Officers’ Association. If the general public 
would read this little work and be’ governed by 
its precepts a great step forward in the control 
of tuberculosis would be assured, Medical men 
would do well to recommend this whole series of 
booklets to their patients and their relatives. 
Only good can result from this. A.G.N, 


* What You Should Know About Series: No. 4. 
Tuberculosis. Edited by A. Grant Fleming, M.C., M.D., 
D.P.H., F.R.C.P.(C.). Price 35 cents. Macmillan Co. 
of Canada, Toronto, 1935. 





Dr. Falls’ Article 


In the September issue of the Journal an 
article by Dr. Franklin N, K. Falls appeared, 
entitled ‘‘The Perineum at Childbirth’’, which, 
in error, we connected with the Department of 
Obstetrics and Gynecology of McGill University, 
and with the name of Dr. C. F. Martin, Dean of 
the Faculty of Medicine. We were asked to 
correct the matter and endeavoured to do so in a 
‘‘eorrigendum’’, which was published in the next 
issue. Apparently the statement was not suf- 
ficient, as it has been construed to imply that 
Dr. Falls was at fault. We desire now to state 
that Dr. Falls made no claim to be attached to 
the Department mentioned, and, therefore, he 
has been placed in a false. position. The fault 
is ours, and we regret the consequences to which 
it has given rise. A.G.N. 
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Special Articles 


THE ACCURACY OF DIFFERENTIAL 
BLOOD COUNTS* 


By DoNnALp MAINLAND, BENJAMIN Du BILIER 
AND C. B. STEWART, 


Department of Anatomy, Dalhousie University, 


Halifax 


INTRODUCTION 


One of the standard methods of making the 
differential blood count is to take three sets, 
each of 100 leucocytes, across the film, 2.e. along 
the short axis. In a widely used manual of 
laboratory medicine’ it is stated that, when this 
method is applied to films produced by the slide 
and ecoverglass technique, it has an error of less 
than 3 per cent, a statement based apparently 
on Beacom’s' tests, in which total differential 
counts were made on a few films, the number of 
films not being given. From these counts it 
was concluded, without statistical evidence, that 
a count of every alternate longitudinal row, one 
microscope field in width, gave a sufficiently 
close approximation to the true percentage. On 
this basis Beacom counted every alternate row 
on eleven films (made by the slide and cover- 
glass method), and compared the neutrophil 
percentage thus obtained with the percentage 
obtained from three cross (short axis) counts, 
each of 100 leucocytes. It is true that this 
sample ‘of eleven showed no greater discrepancy 
than 2.6 per cent, but it is obviously incorrect 
to assume that this indicates the maximum 
range. There are certain well established statisti- 
cal methods which give the most reliable estimate 
of the range in such eases. Some details re- 
garding the methods are given below, but it 
is impossible in a short article to describe the 
methods and to show fully -why they are ap- 
plicable to this problem. The application of 
statistical methods in general to blood counting 
and other medical problems has been discussed 
in this Journal (Mainland*) and the particular 
methods used here will be found in Fisher? 
(Sections 24 and 41) and in Snedecor® (Table 
for Comparison of Mean Squares). The methods 
were applied to Beacom’s data on the assump- 
tion that he was correct in accepting the per- 
centage based on the count of every second row 
as equivalent to the percentage for the whole 


* This work is part of an investigation into leuco- 
cyte size and number that is being conducted with the 
aid of generous grants from the Banting Research 
Foundation, Toronto. 





film.t Even then, however, the methods showed 
that 1 per cent of films should be expected to 
have a discrepancy of over 5.6 per cent between 
the true percentage and that based on the three 
cross counts, and 10 per cent of films should 
be expected. to have a discrepancy of over 3.2 
per cent. Moreover, if the true neutrophil per- 
centage were 50 or 60, random sampling varia- 
tion alone ( Mainland‘), 7.¢., the minimum varia- 
tion, even with ideally perfect technique, should 
give a discrepancy of over 7.2 per cent in more 
than 1 per cent of films, and a discrepancy of 
over 4.6 per cent in 10 per cent of films 
(Fisher,? Section 18 and Table I). Hence, the 
error of 3 per cent is an obvious underestimate, 
and it appears desirable to check it experi- 
mentally. In addition, an error estimated for 
one cell class naturally would not apply to other 
cell classes, and concerning these Beacom gives 
no information. 

Total counts on films are laborious and have 
seldom been done even in the testing of different 
methods. The object of the present investiga- 
tion was to make as full a count as possible on 
six films, and then: (a) to compare various 
clinical differential counting methods with each 
other as regards their approximation to the true 
count; and (b) to estimate the variation from 
the true count, especially for the cross counting 
method employed by Beacom. A sample of six 
films may be criticized as too small, but it 
should be pointed out that, if there is any con- 
stant or very common discrepancy between one 
method and the true value, or between two 
methods, it will show up in a sample of six with 
sufficient weight to make it unlikely that the 
observed difference was due to chance. Thus, 
if there were no essential discrepancy between 
the cross count percentage and the true per- 
centage, a series of 1,000 films would show about 
500 with a positive difference when the true 
percentage was subtracted from the cross count 
pereentage, and about 500 films with a negative 
difference. There would be only about three 
chances in a hundred of finding a random sample 
of six films in which all the differences were 
positive or all negative. Hence, if such a sample 
were found, even if it were the only available 
information, it would be unlikely that there was 
no essential difference between the cross count 
and the true count. Moreover, it is legitimate 
to form an estimate of variation, even however 


+ Line 7 of Beacom’s table contains an obvious 
misprint. 51.4 should presumably be 61.4, and this 
correction was made before the data were used for our 
calculations, 
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small the sample, provided due allowance is 
made for the possible error of the estimate. 
The method of making such an allowance is well 
established, and is dependent on the size of the 
sample, 

Schilling’s® dictum may be quoted against us, 
that ‘‘exaggerated exactitude’’ in the differential 
count is useless, and that ‘‘for clinical purposes, 
approximate enumeration is sufficient’’, but the 
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All the counts, total and partial, were made by one 
observer (B. Du B.). 


RESULTS 


Table I shows for neutrophils the comparisons 
of true percentages and the percentages esti- 
mated by the four clinical methods. Similar 


Tables for the other cell classes were prepared, 
but are omitted to save space. 


TABLE [ 


CoMPARISON OF TRUE PERCENTAGES OF NEUTROPHILS WITH 
PERCENTAGES ESTIMATED BY CLINICAL METHODS 


(Each film was about 22 mm. wide) 


Approx. | Total No. 
‘Film | Length of of 
No. Film Leucocytes 
Counted 


Percentage of 


from 


present work is not an attempt to claim such 
exactitude. On the contrary, it is an example 
of what frequently happens when statistical 
tests are applied to data—a demonstration that 
more allowance must be made for technical and 
sampling errors than was previously thought 
necessary. 


MATERIAL AND METHODS 


Six blood films were made from healthy subjects 
by using a square No. 2 coverglass (22 mm. side) to 
draw the drops of blood along the slides. The films 
were stained by Wright’s method, covered by balsam 
and a coverglass, and examined under high power 
(Leitz dry objective 6L and eyepiece 10X). The full 
examination of each slide was made by moving the slide 
by means of a mechanical stage, so that the rows repre- 
sented adjacent longitudinal bands of the width of one 
microscope field. (In slide 6L2, where the leucocytes 
were very numerous, the slide was moved slightly more 
than was necessary to enter the next field, but the 
agreement between the rows was so close that the 
recorded value can be safely taken as representing 
the true percentage.) The following clinical methods were 
used: (1) The cross count—three sets of 100 leucocytes, 
the first row about 3 mm. from the beginning of the 
film, the second row about the middle, and the third 
about 3 mm. from the end of the film. (2) The count 
of the middle longitudinal row, one field in width, from 
beginning to end of the film. (3) Schilling’s¢ ‘‘meander- 
four-field’’ method—50 leucocytes in each of the four- 
quadrants of the film. (4) Silberstern’s? method—50 
leucocytes in the middle, 25 near the upper edge, and 
25 near the lower edge, 100 near the end; total: 200 
leucocytes. Silberstern devised this method so as to 
compensate for the disproportionately high neutrophil 
and monocyte percentages at the edges and ends of 
films, a distribution that is well recognized (see 
Gyllenswird,3 for discussion and references), but the 
evidence presented by the inventor of the method does 
not convincingly show that it is superior to the other 
simpler methods, 


Neutrophils 
Mid-row 
Total Count | Longitudinal 


Percentages of Neutrophils estimated by 
Clinical Methods 


Cross | Schilling’s | Silberstern’s 


Count Method Method 


56.50 
59.00 
58.00 
56.00 
64.17 
52.00 


The first question to be answered is: Has any 
method a regular, systematic error, of excess or 
defect? One way of answering that question 
is to neglect the actual size of the errors and 
to note whether they are positive or negative 
errors. Thus in Table I the cross count per- 
centage is above the true percentage in two films 
and below the true percentage in four films. 
Exeept for the Schilling count of monocytes, 
each method had, for each cell class, one or more 
errors of each type—excess and defect. The 
Schilling percentage of monocytes was above the 
true percentage in all the six samples, and, as 
was pointed out in the Introduction, it would 
be unlikely for this to oceur if there were no 
essential difference between the Schilling method 
and the total count, It will be noted that this 
is not a claim that the Schilling count of mono- 
eytes will always give a percentage above the 
true value, but that it is likely that the majority 
of films, prepared and examined as were these 
films, will possess that kind of discrepancy. 


The second way of finding the accuracy of 
the different methods is to use the actual numeri- 
eal values of the differences, with correct plus 
and minus signs, and test the mean differences 
by their standard errors (Fisher,? Section 24). 
The results of these tests confirmed those al- 
ready stated. The various mean differences 
could be adequately accounted for by chance, 
except in the Schilling monocyte count. The 
mean difference in this count (true percentage 
minus Schilling percentage) was + 3.195 per 
cent. The standard error was + 1.0485, and 
therefore this mean difference would only have 
arisen by chance less than once in twenty times. 
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When an event would occur by chance less than 
once in twenty times, it is usual to consider it 
likely that something more than chance is re- 
sponsible. In addition, it is interesting to note 
that the corresponding mean difference for the 
Schilling lymphocyte count was — 6.298 per cent, 
and this was very nearly beyond what is usually 
attributed to chance. 

The conclusions so far obtained regarding the 
four clinical differential counting methods are 
therefore as follows. 

1. Except for the Schilling method applied 
to monocytes, none of the methods applied to 
any of the leucocyte classes gives percentages 
always above or always below the true per- 
centages. 

2, It is likely that the Schilling method will, 
in the majority of films prepared as in this 
test, but not necessarily in all such films, give 
a monocyte percentage in excess of the true 
value. 

3. If the other three methods actually pro- 
duce discrepancies from the true values too 
great to be accounted for by chance (random 
sampling variation) the discrepancies are not 
great enough to be manifest in this sample of 
six films. 

Two points in these conclusions call for dis- 
cussion. The excessive monocyte percentage in 
the Schilling method can easily be accounted 
for by recalling that the percentage of this class 
of cell is relatively high at the edges of the films 
(see above) and that Schilling’s method involves 
the re-entering of the film from the edge several 
times in each quadrant. On this explanation 
the Schilling neutrophil percentage should also 
be in excess of the true value. This was found 
to be true on the average, but the difference 
was not great enough in this sample to be 
attributed to anything more than chance. On 
the other hand, as shown above, the Schilling 
lymphocyte percentage was on the average too 
low, and the difference was almost too great to 
be adequately accounted for by chance. 

The second point concerns the cross counts in 
relation to the well known excess of neutrophils 
and monocytes in the end zone (in the terminal 
_5 mm., Gyllenswird,*). In view of this distribu- 
tion of cells, the first and second cross counts 
should show lower neutrophil percentages than 
does the total count, and so also should the third 
eross count if it is not in the terminal zone. 
Thus there will be a systematic error of defect. 
In the present sample of six films no systematic 
error was detected, and this might be attributed 
to the taking of the third count in the end zone 
of high neutrophil percentage, so that excess 
and defect were balanced, The actual readings 
showed, however, that the third count was not 
always in excess of the others in neutrophil per- 
centage. No obvious reason could be found for 
the absence of a detectable systematic error. 
The films used here were, it is true, shorter than 


those of Gyllenswird, but, whether this is an 
important difference or not, it is important to 
note that films can be prepared and three cross 
counts made in such a way that no marked 
discrepancy due to the terminal excess of neutro- 
phils and monocytes is detectable. 


VARIATION AMONG DIFFERENCES FROM TRUE 
PERCENTAGES 


Apart from any systematic error or dis- 
crepancy between the estimates and the true 
percentages, it is important to know for each 
method whether errors in estimation vary much 
or little from film to film. The best clinical 
method will be the one in which this variation 
is least. The tests (Fisher,? Section 41 and 
Snedecor,’ Table XXXV) showed that the fol- 
lowing results were sufficiently marked as to be 
attributable to something more than chance. 

1. Schilling’s method, applied to lymphocytes, 
gave a much more variable discrepancy than the 
other methods. Even if a systematic error of 
— 6.298 per cent (see above) were allowed for 
in each Schilling lymphocyte count, the varia- 
tion in the discrepancy would still be markedly 
greater than the variation in discrepancy of the 
longitudinal mid-row count. 

2. For lymphocytes, Silberstern’s method also 
had an excessive discrepancy compared to that 
of the longitudinal mid-row method. 

When the Schilling monocyte percentage was 
adjusted for its systematic error, the discrepancy 
that remained was no more variable than for 
the other methods, The other methods pre- 
sented no marked differences in discrepancy. 

It will be seen, therefore, that for various 
reasons, both Schilling’s and Silberstern’s 
methods are to be considered inferior to the 
cross count and longitudinal methods, but that 
there is not sufficient evidence from the present 
sample to show whether the longitudinal or 
cross count method is the more accurate. 


THE ESTIMATED RANGE OF ERROR FOR THE 
Cross Count METHOD 


In Table I the true neutrophil percentage 
subtracted from the cross count percentage 
gives the following values: 


— 2.81; + 3.27; - 6.86; + 1.40; - 3.13; — 3.77. 


These differences show variation from each 
other, and it is to be expected that larger 
samples would give a still wider range. This 
range was estimated by finding the standard 
deviation.* Each of the six differences was 
squared and the sum of the squares was divided 
by 5 (12.e., one less than the number of items), 
to give the mean square. The square root of 


* The standard deviation is by definition measured 
from the mean of a series. The mean difference here 
(— 1.98) is not significantly different from zero, and 
therefore the differences from the true percentages are 
used. 
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the mean square, + 4.281, was the standard 
deviation. It could therefore be shown that one 
should expect the cross count in 1 per cent of 
all such films to differ from the true count by 
more than four times 4.281, 2.e., about 17 per 
cent above or below the true percentage (Fisher,? 
Table IV, n = 5). Full allowance was now 
made for the small size of the sample (Fisher,? 
Table VI), and it was clear that if a large 
number of films were made and examined as 
in these investigations, it would be very un- 
likely for the cross count method to show a nar- 
rower range for neutrophils than from 7.4 per 
cent below the true value to 7.4 per cent above 
it, z.e., at least 1 per cent of films would, even 
with the least expected error, lie outside these 
limits. The minimum ranges of error for the 
other cell classes, with similar allowance for the 
size of the sample, were: lymphocytes, 6.1 per 
cent; monocytes, 2.6 per cent; eosinophils, 2.4 
per cent; basophils, 1.0 per cent. 


FUTURE INVESTIGATIONS 


It may now be asked whether further com- 
plete counts of films are desirable in order to 
decide whether the longitudinal mid-row method 
or the cross count method is better, and also to 
estimate more exactly the discrepaney from the 
true value. Apart from the tediousness of such 
investigations, this work has indicated two 
reasons why such tests are undesirable. First, 
the comparison of Beacom’s data with those in 
this paper suggests that the discrepancy from 
the true value probably differs from one worker 
to another. Secondly, the cross counts in this 
series agree with the true value more than would 
be expected from the films examined by Gyl- 
lenswird, For these reasons it would appear 
that every worker would have to investigate 
complete films for himself, which is manifestly 
impracticable. What is far more important, and 
yet quite easy, is a determination by each 
worker of the variation due to sampling and 
technique between percentage counts made by 


Low Catory, Low Fat, KETOGENIC DIET FoR TREAT- 
MENT OF INFECTIONS OF URINARY TRACT.—R. M. Nesbit 
and C. H. McDonnell have used a diet containing 
0.66 2/3 g. of protein (normal adult requirement) and 


0.33 1/3 g. of carbohydrate per kilogram of body weight 
as the basis for a diet in the treatment of some eighty 
patients at the University Hospital. Only a sufficient 
amount of fat to make the diet palatable is utilized. 
This diet is necessarily far below the energy requirement 
of the subject. It was palatable to every patient, no 
gastric upsets occurred, and ketosis developed as prompt- 
ly as it did in those patients on the high fat regimen. 
Estimations of the metabolic mixture. in all the cases in 
this series have shown the fatty acid-dextrose ratio to be 
between four to one and five to one, regardless of the 
amount of fat ingested. Little weight loss actually does 
oceur during the short period of treatment and is of 
little consequence to the patient of normal weight and 
advantageous to the obese. The emaciated patient is not 
considered a suitable subject for any form of ketogenic 





whatever method the worker regularly uses. It 
is hoped that such a set of determinations will 
shortly be issued from this laboratory. 


SUMMARY 


~ It has been stated that when a differential 
count is made by three cross counts of 100 leuco- 
eytes each the maximum error from the true 
percentage for the film is less than 3 per cent. 
This is an underestimate based on incorrect 
deductions. It is even lower than the error due 
to perfect random sampling, 7.e., the least pos- 
sible range of error. 

Complete counts on five films and an almost 
complete count on a sixth were compared with 
the percentages obtained by: the cross count, 
the longitudinal mid-row count, Schilling’s 
method and Silberstern’s method. The Schilling 
and Silberstern methods showed discrepancies 
greater than are usually attributed to chance. 
The other two methods did not, and the sample 
of six films showed no difference in the value of 
these two. Even when full allowance was made 
for the smallness of the sample, it was estimated 
that the neutrophil percentage based on cross 
counts must in such films be expected to vary 
from at least 7.4 per cent below the true per- 
centage to at least 7.4 per cent above it. The 
errors for the other leucocyte classes were also 
estimated. 
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therapy. Since ketosis is dependent on the inadequacy 
of available dextrose in the metabolic mixture and is not 
influenced by the amount of fat ingested, it would there- 
fore follow that the administration of 40 per cent cream 
ad libitum to the ketogenic diet as advised by some 
authors could not result in an increase of ketonuria. 
Some patients fail to show ketonuria on the ketogenic 
diet. In some instances this has been attributed to 
inadequate exercise with a resultant insufficient total ex- 
penditure of energy. In this event the calculated dex- 
trose deficiency of the diet, in fact, becomes adequate in 
the metabolic mixture. Every patient should therefore 
be encouraged to exercise, at least moderately, while on 
the diet. Aside from a lowered total expenditure of 
energy, failure to develop ketonuria must in nearly all 
instances be traceable to additional sources of exogenous 
dextrose. The determination of the hydrogen ion con- 
centration must be made on freshly voided specimens. 
The urea-splitting organisms present in these urines are 
capable of changing the reaction of the specimen within 
a very short time.—J. Am. M. Ass., 1935, 105: 1183. 
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STATE OBSTETRICS* 


By Frank H. Coprock 
Rosthern, Sask. 


From the point of view of the physician in 
general practice in this Province the most im- 
portant branch of medicine with which we are 
concerned, and probably the most important 
from a national health standpoint, is obstetrics. 
It is the beginning and foundation of every 
country practice. The lives of our mothers and 
the generations to follow depend on the skill and 
care with which it is conducted. Every one of 
us sees an occasional case of tuberculosis, carci- 
noma, cardiac disease, and quite a few abdominal 
conditions requiring surgical interference, but 
the obstetric case we always have on hand, the 
only one in which two lives are involved, one of 
which. is subject to all the hazards of pregnancy 
in addition to the ordinary hazards of living. 

That pregnancy is a hazard is borne out by 
the following figures. In 1933 the maternal 
mortality for the Canadian Registration Area 
was 5 per 1,000 births. Then we have an infant 
mortality rate of 73 per 1,000 births, many of 
which are the direct result of inadequate pre- 
and post-natal care. During the years 1929 
to 1933, inclusive, there were 521 maternal 
deaths in the Province of Saskatchewan, a 
yearly average of 104. This is a high toll of 
womanhood for perpetuating the race. These 
figures, of course, refer only to deaths. I have 
no means of ascertaining the morbidity or the 
aftermath of gynecological conditions secondary 
to unskilled attendance at birth. 

I believe that this mortality rate can be very 
definitely reduced. My own experience is only 
for ten years, but during that time there have 
been 6 maternal deaths in our district of which 
I have positive knowledge. There were 3 from 
eclampsia and 3 from hemorrhage. Not one 
of these patients was seen by a physician until 
the sudden onset of convulsions alarmed the 
family or the failure of the attending midwife 
to deliver the placenta and the volume of blood 
lost, coupled with the evident pallor and distress 
of the patient, finally moved the midwife, 
relative or neighbour woman to procure the 
services of a doctor, unfortunately in each of 
the above-mentioned cases without avail. I 
therefore submit that our maternal mortality is 
largely in that group who, for various reasons, 
never consult a physician at any time during the 
gestation period, or even at parturition. What 
then is the remedy? 

During the past five years there have been 
more attempts at legislation to provide medical 


*Read at the Saskatchewan Medical Association 
Annual Meeting, Moose Jaw, on September 24, 1935. 


service than in any other five years of our 
national history. For example, we have the 
Winnipeg Relief Plan, the Alberta Health 
Insurance Act, the Administration of Medical 
Relief by the Ontario Medical Association, and 
a very definite increase in the number of Muni- 
cipal Doctors in our own Province, and, in 
addition, a lot of talk and writing about Health 
Insurance, State Medicine and Medical Eco- 
nomics. Most of these attempts are seriously 
handicapped by the lack of statistics. It seems 
quite impossible to estimate what a medical 
service may cost, and one plan at least is a 
definite attempt to ascertain these figures for a 
given area and population in the Province of 
Alberta. 

It is my belief that State Medicine applied 
to the field of obstetrics alone offers two un- 
paralleled advantages:— 

1. A very definite contribution to the national 
health of our people by a reduction of 
maternal and infant mortality; 

2. A fundamental measure towards a solution 
in great part of the medical economic 
problems of the man in general practice. 

We already have complete State Medicine for 
tuberculosis, partial for venereal diseases in our 
larger cities, partial in public health, and to a 
limited extent in obstetrics, by way of small 
grants from the Provincial Government to 
indigents who make application early enough. 
I think, also, we can fairly include the operation 
of the Workmen’s Compensation Act. I wish 
to point out that none of these innovations 
seriously upset our old system of practice, and 
each has been a definite advance. 

I do not think for a moment that our present 
system is adequate, but I certainly do not 
condemn it in its entirety. It does not limit 
private enterprise and personal initiative and 
talent. It is founded on the fundamental 
principle of free choice of doctor and a sym- 
pathetic relationship between the patient and 
his physician. It provides keen competition, 
which is the most effective stimulus to the 
mental faculties of the average physician. The 
following are its chief weaknesses :— 


1. Limited Service. 

On account of‘ the limited service now ex- 
tended, especially in the field of obstetrics, more 
and more mothers have availed themselves of 
the services of midwives, all of whom are in- 
competent by training and equipment to care 
for even minor emergencies. You have all had 
experiences similar to the following. During 
the present summer I have been called to two 
cases which presented some difficulty. One 
was that of a large baby, 13 pounds, which 
apparently gave no trouble until after the birth 
of the head. The shoulders would have come 
easily with a bit of manceuvring, but when I 
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arrived twenty minutes after being called the 
baby was dead. The second call was to attend 
a baby that did not breathe immediately after 
birth and was subjected to unreasonably rough 
artificial respiration which, in my opinion, 
caused its death. 

2. Poor Distribution of Physicians. 

Another outstanding failing in our present 
system is the poor distribution of physicians. 
General practice in the country has few rewards 
and many griefs. The natural tendency for 
those engaged in such practice is to hope for a 
time when they may work under more favourable 
conditions. The Municipal Doctor scheme is 
nothing more than an attempt of various muni- 
cipalities to secure the services of a competent 
physician in a rural area to provide primarily a 
good obstetrical service. 

3. Schedule of Fees. 


Our schedule of fees favours clearly the 
surgical side of practice. For example, the fee 
for a simple interval appendectomy, not in- 
cluding the assistant or anesthetist, is three 
times that of a maternity case. The former 
requires 25 to 40 minutes with adequate facilities 
and help, the latter rarely less than three hours, 
and the doctor is handicapped by lack of facili- 
ties, no help, with usually a more or less lengthy 
drive included. 

4. Lack of Cooperation. 


We know that in a properly conducted case 
of obstetrics the patient should consult her 
physician immediately after conception, remain 
under his supervision throughout the period of 
gestation, be attended at parturition, and get 
the final examination six weeks later. If the 
patient is thirty years or older, routine exami- 
nation of the cervix by speculum when the baby 
is one year old is good prophylaxis. Under our 
present system it is impossible to secure adequate 
cooperation, to say nothing of fees, for such 
services. 

5. Lack of Adequate Care. 


So far as obstetrics is concerned the tendency 
is to minimize adequate care, perhaps because 
the remuneration is insufficient, and because of 
the natural human tendency to devote ourselves 
to better gain. The unfortunate result is that 
surgery is the objective of the majority with any 
sort of hospital facilities, whereas it should be 
obstetrics, to the inevitable detriment of both. 


The remedy I propose is similar to that in 
effect for tuberculosis. Chapter 263, Revised 
Statutes of Saskatchewan, 1930, An Act Re- 
specting Sanatoria and Hospitals for the Treat- 
ment of Tuberculosis, states:— 


Section 25.—(1) The Board shall apportion that part 
of the net estimated expenditure to be borne by the 
municipalities among all the municipalities of the Province, 
both urban and rural. 


(2) The proportion of the net estimated expenditure 
to be borne by the urban municipalities shall be 40 per cent, 


and the proportion to be borne by the rural municipalities 
shall be 60 per cent. 
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(3) The Board shall apportion that part of the net 
estimated expenditure to be borne by urban municipalities 
among all such municipalities, and that part of such 
expenditure to be borne by rural municipalities among 
all such municipalities on the basis of their total equalized 
assessment for the preceding year, as shown in the state- 
ment forwarded to the Board by the Saskatchewan 
Assessment Commission under Section 30. 

Section 26.—On or before the fifteenth day of April 
in each year the Board shall mail to the clerk or secretary 
of each municipality a notice showing the portion of the 
net estimated expenditure to be borne by the municipality, 
and giving the following particulars, namely:— 


(a) The number of patients who received treatment 
and care under Section 40 during the previous 
year; 

(b) The cost of such treatment; 

(c) The total sum received or payable on account of 


such patients by grants from the Province during 
the preceding year; ' 


(d) The total equalized assessments of the munici- 
palities of the Province; 


(e) The total amount of estimated expenditure to be 
borne by municipalities. 


As specific examples under Section 26 I quote 
the particulars for the Province, which also 
shows the proportion payable by the Town of 
Rosthern and the rural municipality of Ros- 
thern, No. 403, for the year 1935:— 


1. Number of patients who received 


care and treatment during 1934.... 7,056 
2. The cost of such treatment........ $ 655,210.49 
3. The total sum received or payable on 

account of such patients by grants 

from the province for the year 1934. 284,081.00 


4. The total equalized assessments of 
the rural municipalities of the prov- 
EEE re 
The total equalized assessments of 
the urban municipalities of the prov- 
DONE: ted cs ebecn 5 wierss pan eee 

The total equalized assessments of 
the municipalities of the province.. . 

5. The total amount estimated expendi- 
ture to be borne by municipalities: 


889,831,934.00 


220,122,640.00 
1,109,954,574.00 


NE; 2.3 cic etdkasheat sdames 137,485.09 
cit a tk wakedan denen 206,227.63 
eee eer ee $ 343,712.72 
6. The equalized assessment of the 
rural municipality of Rosthern, 
ON ere rer or Pr eee ee 3,964,017.00 
The equalized assessment of the town 
IO bance ine axeenee 881,279.00 
7. The share of estimated costs of treat- 
ment payable by the rural munici- 
pality of Rosthern, No. 403........ 918.60 
The share of the estimated cost of the 
treatment payable by the town of 
5a Kb acca dee Rcaeeon 550.44 


This system has worked well. We rarely hear 
of anyone complaining of the tax being a burden, 
and the results achieved have been excellent. 
Saskatchewan today boasts one of the lowest 
death rates from tuberculosis in the world. 


A fee of fifty dollars for every maternity case 
should be paid the attending physician directly 
by the Provincial Government. This would 
apply to everyone, irrespective of means. The 
cost of such a scheme can be accurately esti- 
mated, the following being the Table for the 
Province of Saskatchewan:— 
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Year Number of Births 
ee a ee 20,814 
Sikes ebineniuisaageedean 20,145 
RE iin netitcanimimbta ice 19,959 
Gi 665d santnsdwnaessadend 20,306 


With the foregoing average the cost of the 
scheme per annum would be $1,015,300. The 
equalized assessments of the Municipalities of 
Saskatchewan for 1935 having been set at 
$1,109,954,574, a tax of one mill would produce 
the sum of $1,109,954.57, more than enough to 
cover the average yearly cost. According to 
the 1931 census the population of this Province 
was 921,965, divided as follows:—Rural, 630,880 
(68.4 per cent); urban, 291,085 (31.6 per cent); 
making the per capita cost of the scheme $1.11. 
The tables used above, which are based on data 
provided by the Saskatchewan Anti-Tuberculosis 
League, are offered out of compliment to the 
excellent work of that League. 


Some of the benefits which would result from 
such a plan are as follows:— 


1. Our obstetrical cases would be properly 
conducted. 


2. With our cases properly conducted the 
aftermath of bad obstetrics would be minimized. 


3. There is no interference with competition, 
and personal initiative and skill would receive 
its own reward. 


4. The foregoing three would ensure that 


every case would receive the same amount of 
good care. 


5. Most of the financial problems of the 
man in general practice would be solved. 

6. Some remedies already introduced would 
be discarded, e.g., nearly every municipal 
doctor would receive sufficient remuneration 
from his obstetrical service to enable him to 
tear up his contract and continue to practice 
in the same district without being subjected to 
dietation, interference, or unfair dismissal. 

7. We can accurately estimate the cost of 
such a scheme to the people of this Province, 
and the present machinery for the collection of 
taxes in the Province could carry on without 
being increased. 

8. The present system of medical practice 
would not be‘ disturbed. The fundamental 
principle of free choice of doctor and the sym- 
pathetic relation between the family physician 
and his patient would be conserved. 

9. The problem of midwives 
practically eliminated. 


10. Surgery and obstetrics would be improved, 
as the incentive to avail oneself of a more 
attractive branch of medicine would be largely 
removed. 

11. There would be a better distribution of 
physicians. Any district that offered a popu- 
lation with thirty to forty maternity cases per 
year would be assured of a resident doctor. 


would be 


12. It would be a measure of considerable 
assistance to a major problem confronting our 
young married people in these trying times. 

13. A routine visual examination of the cervix 
of every woman over thirty years of age one 
year after each confinement would reveal early 
carcinoma in quite a few cases and gynecological 
defects which could be readily remedied. 

14. Hospitalization of patients, especially 
primipare, would be facilitated. 

15. The rural population would not be 
penalized by way of fees for mileage because of 
being resident at a distance from a doctor. 

16. Vital statistics would be accurate and 
promptly recorded. This, no doubt, would be 
more appreciated by the Department of Public 
Health than by us individually. 

Our Province is essentially rural. From 
Prince Albert to the International Boundary 
we have no raw materials but grains, and these 
can be stored and transported much more 
cheaply and easily in the raw state than after 
milling. We are lacking in coal, iron and oil. 
Under such conditions it is fair to assume that 
for many years to come we, as a profession, will 
be mainly doctors in small towns serving 
adjacent rural communities. 

The foregoing plan, if adopted, would provide: 
(1) proper maternal welfare; (2) assurance to 
the practising physician of the backbone of his 
economic structure in return for this national 
service; (3) freedom from any political stigma. 
It is not a new form of State Medicine. Attempts 
to socialize a profession or industry in an un- 
socialized State have so far been futile or im- 
practical. It is however a subsidy which can 
be counted upon to preserve the merits of the 
existing system and obviate the evils of an 
untried one. 


DOLLARLESS DOCTORS AND PENNILESS 
PATIENTS* 


President Roosevelt may yet tell you how to 
pay your doctor’s bills. In his message on social 
security he refused to touch on the matter, but 
he promised to do so soon. You may expect 
some legislation right away, although the Ameri- 
ean Medical Association, for your good, will 
oppose it! Three broad systems of paying for 
medical treatment are in sight :— 

One, the present system of Private Practice. 

Two, the spreading system of State Medicine. 

Three, the budding system of Sickness Insur- 
ance. 

Experts with vested interests are fighting over 
these systems most maliciously. 

I have no special interests in any one of them. 
Therefore I shall tell you without excitement 
or prejudice what each system stands for. Then 
you can choose the one which fits your principles 





* Speech by Myron Weiss, Associate Editor of Time, 
The Weekly News Magazine, New York, over the 
National Broadcasting Stations. 
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and your pocketbook. Let us understand, first, 
the orthodox practice of medicine in this 
country. This developed in pioneer times. The 
doctor carried all the medical knowledge of the 
day in his head. All the medicines and surgical 
instruments that he needed he carried in his 
saddle bags or in his little black satchel, Doc- 
tors still can get along with such scanty equip- 
ment. Doctor Allan Roy Dafoe of the Canadian 
frontier demonstrated that to the whole world 
last summer when he succeeded in keeping the 
Dionne quintuplets alive, Not only did he keep 
the children alive, but he also kept their very 
sick mother from dying. And that was a 
triumph these days when we hear so much about 
mothers dying in childbirth. Incidentally the 
Provinee of Ontario pays Dr. Dafoe $25 a week 
to look after the health of all the people in his 
neighbourhood. The patients pay him prac- 
tically nothing. 

From saddle bag medicine American doctors 
progressed to hospital medicine. A doctor can 
perform a mighty fine operation while his pa- 
tient lies yelling on a kitchen table. He can 
perform a much better operation and the patient 
has less chance of dying if the operation is per- 
formed in the clean operating room of a careful 
hospital. The patient has a large staff of experts 
attending to him then. There is the surgeon 
and the assistant surgeon, the nurse who gives 
the anesthetic, the nurse who looks after the 
instruments and sponges, the nurse who collects 
the used instruments and sponges, and the 
orderly who carries out the débris. . 

The patient must pay for all this, if he 
possibly can. The bill for a major operation 
runs from $250 up. Rather than take less, the 
surgeon prefers to take nothing, and to eall his 
two hours’ work ‘‘charity’’. Then there is the 
big hospital bill which you must pay. It is big 
because hospitals must pay the wages of a big 
staff and the cost of food, laundry, heat and 
mortgages, But, if you are poor, you can get 
all this for nothing. Your rich neighbours in- 
directly pay your bills. If you need only a 
medical examination and a few drugs you can 
get them for a few dimes at a hospital clinic. 
But, if you have the money, the doctor prefers 
that you call at his private office and pay him 
his fee, because he also has a family to support 
and needs the money. 

Most of you have lost most of your money in 
this depression. Many of you can truthfully 
say that you have not a penny to your name. 
Even the very rich do not put aside much money 
to pay the doctor these days. You recall the 
law-suit which Mrs. Gloria Morgan Vanderbilt 
prosecuted a few weeks ago on account of her 
daughter Gloria, who is heiress to more than 
$2,000,000? All that Mrs. Vanderbilt expects 
to spend this year, to take care of her own 
health and her daughter’s health, is $1,500, or 
less than $5 a day. 
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In big cities like New York, Chicago and Los 
Angeles many a doctor is glad to get fifty cents 
for an office call. Some are working for the 
relief agencies for $27 to $40 a week. Some 
have abandoned medicine altogether and are 
driving taxicabs! And some have lost all ambi- 
tion and are living off charity! 

The last time that a study of the American 
doctor’s pocketbook was made was in 1929, In 
that year the average income of all American 
doctors was $50 a week. You may guess for 
yourselves how much less your doctor’s income 
is now, That goes for the 155,000 doctors in 
this country. And what about the one million 
laymen who depend on the activities of those 
doctors to earn a living—the nurses, technicians, 
managers, clerks, and others? 

During this depression a few men and women 
have crawled away to die by themselves, like 
sick dogs under a barn, but not many. A few 
thousand are maimed or ailing because they 
eould not get a doctor to look after them. But 
after all they are not many when you consider 
all the sick and maimed in the nation. The 
truly remarkable fact about this depression is 
that the general health of all the people is better 
than it ever has been. Maybe this is because 
people have not had the heart to pamper them- 
selves. But I say it is because the doctors and 
sanitarians have done a remarkably good job. 
You cannot fool a small-pox virus or a diphtheria 
germ. 

Among the most unselfish societies of unselfish 
men that nations have ever produced are the 
American and the Canadian Medical Associa- 
tions. The American Association is the more 
articulate of the two, and its most articulate 
member is its spokesman—Dr. Morris Fishbein. 
Dr. Fishbein, representing the entire American 
medical profession, mortally hates and fears 
being hired by a politician or an insurance 
agent. Dr. Fishbein strides through the country 
denouncing state medicine and health insurance, 
Cries he: ‘‘Let us doctors alone. We’ll take 
mighty good care of the sick, as we always have. 
If they have no money, we’ll treat them free, 
and make our rich patients pay the difference. 
We’ll re-organize our medical institutions and 
make doctoring cheaper for everybody. 

‘“We’ll keep poorly prepared young men from 
getting into medicine. So the country won’t 
have to support dullards and quacks. 

‘‘Don’t try to boss the doctors, for as sure 
as you do you’ll make dunces of them. 

‘‘And then who’ll take care of the sick?’’ 

To a very great extent Dr. Fishbein is correct. 

But sociologists, insurance men, and _ politi- 
cians are crowding the doctors. President Roose- 
velt in his message on social security gave the 
doctors a mighty push. Already functioning 
among us are state medicine and sickness insur- 
ance. The two systems are bound to spread. 
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Therefore you must try to understand their 
principles, 

Under the system of private medicine the 
doctor is a professional man. The Government 
gave him a license to be his own boss, to live 
or starve as he might. Under State Medicine 
and Sickness Insurance doctors for the most 
part work for wages. They abandon their pro- 
fessional freedom. And most of them like it. 
For, each fortnight, they know just how much 
money they can bring home to the wife and 
children. Under out-and-out State Medicine 
every doctor would be a Government employee, 
like a school teacher, or a medical officer in the 
army, or a health officer in your city. He would 
have, say, 1,000 people to look after, day in and 
day out. 

Ninety per cent of human ills are trivial and 
can be cured quickly. Those cases which a neigh- 
bourhood physician cannot cure he would send 
to a hospital or to a district specialist. This, 
in effect, is precisely what doctors do now for 
their patients. But under State Medicine taxes 
would pay the doctors’ bills. This system works 
in Russia. It also works in the United States 
Army, in hospitals for war veterans, in insane 
asylums, in county poor farms, and in municipal 
hospitals. But in the United States it depends, 
especially in city charity hospitals, upon the 
help of private doctors who contribute their 
services for nothing, A group of Bronx doctors 
recently begged New York State to put this 
system into effect. That state now spends 
$110,000,000 a year in taking care of its poor 
and helpless sick. Let New York State spend 
only $165,000,000 a year more, begged those 
doctors. That would pay every doctor in the 
State a living wage. And no New Yorker 
thenceforth would ever get a doctor’s bill. In 
the end ‘such hired doctors would form 
‘‘ynions’’, just as doctors did in England last 
Christmas. 

State Medicine will not necessarily give pa- 
tients inferior doctoring. What we must always 
remember is that men have an inner urge to 
give their best to their work no matter what 
the circumstances of payment. 

The system which doctors call Sickness Insur- 
ance, but which insurance men prefer to call 
Health Insurance, seems to me to have a better 
chance to spread through the United States and 
Canada. For one thing, it has Richard B. 


ETIOLOGY OF ERYTHEMA NoposuM.—Landorf treated 
650 cases of erythema nodosum during the last twelve 
years: 97 per cent reacted to tuberculin, usually to 0.01 
mg., the remaining 24 cases showing no reaction, even 
to large doses. Assuming that both the tuberculin re- 
action and the erythema nodosum are allergic phenomena, 
it is reasonable to suppose that in the 97 per cent posi- 
tive tuberculin reactors the erythema also is tuberculous. 





Bennett on its side. President Roosevelt shows 
that he is leaning toward it. Senator Hugo 
La Fayette Black, of Alabama, intends to 
persuade Congress to finance the idea. And 
the American Association for Social Security 
is getting 44 state legislatures to pass appro- 
priate laws in their States. In simplest terms, 
sickness insurance requires every employed 
man and woman who earns less than say 
$2,000 a year to give up part of his wages 
to pay for his sickness insurance policy, His 
boss puts up another share of the premium, and 
the State taxpayers, the rest. The Federal 
government, it is intended, will finance the be- 
ginning of the system, and guarantee payment 
of benefits when working men and women get 
sick. People who do not work for wages, people 
like farmers and cobblers, have no privilege 
under the plans now being developed. But they 
are certain to find organizations to take care of 
them cheaply. 


This system matches the workmen’s compensa- 
tion laws of many states. If a workman gets 
hurt or killed in line of duty he or his family 
gets enough money to exist on. The doctor gets 
a low fee for every visit the workman requires. 
The temptation for the doctor is to draw out 
the case as long as possible and to do as little 
for the patient as he can get away with. 


Heretofore, the injured workman has had 
practically no choice of doctors. But as sickness 
insurance becomes established the workman, as 
a voter, can get his doctor fired or choose what 
doctor he pleases. On the other hand, the doc- 
tor can effectively keep the voter-workman from 
malingering. 

This system of checks costs money and atten- 
tion. But it can work. Under a system of 
Sickness Insurance I can foresee good, conscien- 
tious doctoring. 


Now, to bring this description of the Ameri- 
can medical situation to an end, Let me urge 
people to cease wrangling about which of the 
three systems is the best, All three are bound 
to flourish. 


{1 prefer the system of private practice. But 
State Medicine and Sickness Insurance are 
establishing themselves. We must accept the 
new pair, confident that they bring with them 
good for multitudes of our penniless people and 
for thousands of our dollarless doctors. 


But the remaining 3 per cent showed no evidence of 
tuberculosis in spite of the most searching investigation, 
and it is suggested that these cases are allergic to other 
bacterial antigens. In support of this view a case is 
quoted in which erythema nodosum occurred several times 
when all the tests for tuberculosis were negative, and 
reappeared at the onset of a typical hilar infection.— 
Rev. Frang. de Péd., 1935, No. 2, p. 157. Abs. in Brit. 
M. J. 
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Men and Books 


DOCTORS AND MUSIC* 


By W. F. Guzspm, M.A., MB., MS., 
F.R.C.S.(C.), 


Assistant Professor of Surgery, 
Unversity of Alberta, 


Edmonton 


One of the most fascinating by-paths of medi- 
eal history is the relationship of doctors with 
the arts. We have often been reminded that 
Goldsmith, Keats and Schiller were physicians 
as well as poets, and we are proud to have had 
one of our number crowned as poet laureate in 
Robert Bridges, Our relationship with Art has 
been well told by Lord Moynihan and others. 
Professor MeMurrich has brought da Vinci again 
to our attention; and of course we have our own 
Tait McKenzie in the field of sculpture. But 
the contacts of medicine with music are scarcely 
so well known. And yet such contacts should 
not be surprising when we recall from Greek 
mythology that A’sculapius, the Father of Medi- 
cine, was given the divine power of healing by 
his father, Apollo, the god of light, and leader 
of the choir of Muses on the sunny heights of 
Parnassus. Indeed, the first discovery of music 
sprang out of the sister art. You remember the 
story of how, while the world was still young, 
one of the gods, walking along the sunlit shores 
of the AXgean, stumbled upon a turtle’s shell. 
Turning it over in his hand, he found a sinew 
stretched across the hollow of the shell. He 
plucked the cord, and his marvelling ear heard 
the first musie from this vibrating string. Thus 
was music born of Anatomy, and Anatomy 
stands in the foundation of Medicine. 

A few men trained in medicine forsook their 
first love and became famous in the gentler art. 
Hector Beruioz (1803-1869) was born near 
Grenoble, and driven by his father, a country 
physician, into medicine. Disgusted by the 
horrors of the dissecting room, he turned to 
music. He entered the Conservatoire at 21, and 
- in 1830 won the ‘‘Grand Prix de Rome’’ with 
his ‘‘Lie Mort de Sardanapale’’. Whatever the 
loss to our profession may have been, we have 
been richly repaid by the records of his original 
and voleanic genius in the wealth of music which 
still makes his name live. 

LEOPOLD DaAmrRoscH (1832-1885) is another 
of these. Born in Posen, he graduated in medi- 
eine in 1854, but immediately abandoned medi- 
cine and became a solo violinist. An intimate 





* Read before the Section of Historical Medicine, 
Canadian Medical Association, Calgary, Alta., June 21, 
1934, 





friend of Wagner and Liszt, he soon became a 
much sought-after conductor. In 1871 he came 
to New York, where he first led the Manner- 
gesangverein, later the Oratorio Society and 
the Symphony Society. In 1885 he conducted 
the Metropolitan where he earlier had introduced 
German opera. His son, Walter Damrosch, is 
well known in the contemporary field of music. 

A third musician who originally studied medi- 
cine was FRITZ KREISLER (1875- ). Kreisler 
was born in Vienna, the son of an eminent 
physician who was also a music amateur. The 
boy studied some music, distinguishing himself 
at a very early age, and winning the ‘‘Grand 
Prix de Rome’’ at the age of 20. He was a 
student of medicine between 1889 and 1899. He 
has toured America more than once, and some 
of us have heard him. After three months’ 
service, he was wounded in 1915; and since then 
has maintained his lofty position in the realm 
of contemporary violinists. He has written a 
good deal of music, one of which is the opera, 
‘‘The Marriage Knot’’; but his original and 
beautiful ‘‘Caprice Viennoise’’ is, perhaps, the 
best known to his many admirers. 

One could almost add as a fourth a famous 
Russian musician, but he did not forsake medi- 
cine. ALEXANDER PROPHYRIEVICH Boropin (1834- 
1887) was born in St. Petersburgh. After 
graduating in medicine, he became professor of 
chemistry in the Academy of Medicine at the 
age of 28. He published frequently on chem- 
istry, and assisted in the founding of the school 
of medicine for women, where he lectured in 
chemistry up to 1887, when he died from a 
ruptured aneurysm. However, his life in music 
overshadows his scientific work, and he has left 
us with a great number of compositions, of 
which his opera ‘‘Prince Igor’’ is an example. 
His music is marked by exquisite quality of 
melody, and his harmonies, though simple, are 
rich and effective, 

But there is another group of men who made 
medicine their work, and yet who took more 
than a passing interest in contributions to the 
esthetic side of the doctor’s life. 

Ancient and medieval history tells us very 
little of the physician’s interest in music, ex- 
cept, perhaps, for the occasional reference to 
musi¢ as a therapeutic agent. This subject can 
be traced even further back than the time when 
Saul was comforted by the charm of David’s 
harp. You remember how it came to pass, when 
the evil spirit from God was upon Saul that 
David took a harp and played; so Saul was 
refreshed and was well, and the evil spirit de- 
narted from him. Indeed music formed an 
integral part of temple healing in the Golden 
Age of Greece. If time allowed, the progress of 
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treatment by music to the present day would 
prove an interesting topic. 

The Renaissance found numerous scholars 
delving into all the fields of knowledge, some 
for the sheer enjoyment of it, others in the 
effort to synthesize a true philosophy. This 
spirit is exemplified by Bacon, who says, in one 
of his essays, ‘‘ The genius of music and of medi- 
cine are alike. The function of the physician 
is to tune the lyre of the human body so that 
it shall give forth sweet and harmonious 
sounds.’’ Indeed, this analogy of the harmony 
of music with the harmony of the universe, 
which Plato emphasized, was repeatedly raised 
again in the days of the New Learning. Some 
of you will recall the closing paragraphs of 
Browne’s ‘‘Religio Medici’’ which discuss the 
harmony in the music of the spheres. 

Fevirx PLATER (1534-1564) was a physician of 
Basel, and, besides being an accomplished lutan- 
ist, made a large collection of instruments. 
THos. CAMPIAN (1567-1619) was a graduate of 
Cambridge who practised in London, where he 
was recognized at the same time as a poet and, 
particularly, as a musician. In music he oc- 
cupies a high place among the song writers of 
his day and he has left us ‘‘Fowre Bookes of 
Ayres’’ as well as an interesting book on 
counterpoint. GEORGE ETHERIDGE (ca. 1585) 
was a physician, a graduate of Oxford, and was 
known as a distinguished vocalist and violinist. 
CoRNELIUS BROCKLAND (first half of the 16th 
century) was a physician who lived in Holland, 
but he finally gave up practice and lived in 
Lyons, where ke taught music and published a 
book of chansons. 

In the 17th century we find several disciples 
of the sister arts. ATHANASIUS KiRcHER (1602- 
1683) was a Jesuit priest who acquired a mass 
of knowledge in widely different fields, such as 
music, mathematics, physics, microscopy and 
languages. In 1650 he published a massive two- 
volume encyclopedia on music, the ‘‘Mussurgia 
universalis, sive ars magna consone et dissone in 
X libros digesta, qua universa sonorum doctrina, 
et philosophia musiceque tam theorice quam 
practicie scientia summa varietate traditur’’—a 
wonderful conglomeration of information and 
rubbish. 

PrerrE BourpeELtot (1610-1685) of Sens, 
France, was abbé at Mace and a Royal physician 
who wrote a history of music. JOHN ARBUTHNOT 
(1667-1735), the friend and medical adviser of 
Pope, wrote numerous anthems, one of which, 
‘As Pants the Hart’’ is still in the possession 
of the Chapel Royal. CAspAR BARTHOLINUS 
(1655-1738) was the son of the famous Danish 
anatomist. He wrote a book ‘‘De_ Tibiis 
Veterum’’—a study of the double flutes of 
Greece, from which we derive our hautboy, 
clarinet, basset horn, and other reed instruments. 

The 18th century brings us the record of 
HERMANN BooreRHAAVE (1668-1738), whose name 


remains fresh in the history of clinical teaching, 
and who was an excellent vocalist and theorist. 
As well as being a good performer, he delighted 
in chamber music in his home. LEorpoLtp AUEN- 
BRUGGER (1732-1809), the Father of Ausculta- 
tion, was also a cultivated musician. He was a 
great friend of Baron Zois, whose Sunday con- 
certs he frequently attended. He wrote the 
music for Salieri’s opera, ‘‘The Chimney 
Sweep’’. Maria Theresa was much taken with 
the opera, and urged Auenbrugger to follow it 
up, but he said that he had better things to 
occupy himself with. 

Dr. Henry Harineton (1728-1816) gradu- 
ated in medicine from Oxford after having con- 
sidered holy orders. He practised in Bath, 
where he was recognized as a citizen, a physi- 
cian and a musician. He became alderman and 
later mayor of Bath, and, while still busily en- 
gaged with his practice, composed four volumes 
of glees, rounds and catches. His hymn tune 
‘‘Harington’’ still stands in the hymnals of 
today, but his most familiar work is his beauti- 
ful setting of Jonson’s ‘‘ Drink to Me only with 
thine Eyes’’. WILLIAM WITHERING (1741-1799), 
of Birmingham, known to us all as the man who 
introduced the foxglove into our pharmacopeia, 
was an accomplished performer on the harpsi- 
chord and flute. EpwWArp JENNER (1749-1821), 
the Father of Vaccination, was also a performer 
on the flute and violin. JOHN Ringe (1732-1821) 
was a great supporter of vaccination, Besides 
practising medicine, he wrote both poetry and 
music, and composed a work in commemoration 
of Handel. JoHN HuntTER (1728-1793) is known 
to have been much annoyed by his wife’s musi- 
eales, but Anne more than compensated for 
this when she wrote the words for Haydn’s 
oratorio, ‘‘The Creation’’. 

When we come to the 19th century, we find 
still more doctors indulging seriously in music. 
Str RoBert CHRISTISON (1797-1882), the Edin- 
burgh toxicologist, was the possessor of a 
splendid bass voice, and did a great deal of 
quartette work. He excelled himself by singing 
a solo on his eighty-third birthday. Str WILLIAM 
Frerauson (1808-1877), physician to Queen 
Victoria, was an exceptionally good violinist. 
WiuuiamM KircHiner (1775-1827) a graduate of 
Glasgow, practised medicine in London. He 
was also a cultivated amateur musician. His 
publications include a medical work called ‘‘The 
Art of Invigorating and Prolonging Life’’; an 
opera, ‘‘Love Among the Roses’’; and two 
volumes of national and sea songs. CORNEILLE 
Kist (1796-1863) was a Dutch physician who 
withdrew from practice in 1825, to spend the 
rest of his life at music. He was an excellent 
performer on the flute and the horn, and 
organized several music societies in the cities of 
Holland. 

When the medical school of the London Hos- 
pital was opened in 1785, the founder, Sir 
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William Blizard, wrote an ode which was set 
to music by Dr. SAMUEL ARNOLD, and sung at 
the opening, We might also mention the Spanish 
tenor and vocal teacher of the Royal Academy, 
MANUEL GarciA, who in 1845 first invented the 
laryngoscope. Another interesting doctor was 
ALFRED Day (1810-1849) who practised homeo- 
pathy in London. He is remembered for his 
‘‘Treatise on Harmony’’ which awakened the 
interest of the musicians of his day, and his new 
views received the support of Sir Henry H. 
Parry. Emite Jos—EpH MAurRIcE CHEVE (1804- 
1864) was a doctor of Finisterre who is to be 
remembered because of his valuable revival of 
the tonic sol-fa and movable Doh system, which 
had been forgotten since its invention in the 10th 
century. 

HERMANN VON HELMHOLTZ (1821-1894) com- 
menced his career as a Surgeon in the Prussian 
Army. Later he became physiologist to several 
universities. In 1871, when he was professor 
of physics in Berlin, he published his work on 
tonal sensations, ‘‘Tonenempfindungen’’, em- 
bodying a very thorough study of the theories 
of acoustics, which is still highly respected in 
the world of music. One of the most interest- 
ing characters of this period was THEODOR 
BILLROTH (1829-1894). This man, known to us 
all as the pioneer in gastric surgery, was born 
in Vienna, and was the grandson of a famous 
soprano. <A devoted and talented follower of 
Adsculapius, he nevertheless found time to spend 
at music. He was an intimate friend of Brahms, 
the composer, and of Hanslick, the musie critic; 
in fact, these three were often called ‘‘The 
musie triumvirate of Vienna’’, who, detesting 
the Wagnerian influence, gave their approval to 
the classics of Bach, Beethoven, Haydn, Mozart 
and their successors. Brahms seldom published 
any music until he had first gained the approval 
of Billroth, whose home was noted for its dis- 
tinguished musical soirées. In his modest way, 
Billroth often played second violin with Joachim, 
and also played the piano and composed some 
songs, many of which were sung on these even- 
ings by his daughter to her father’s accompani- 
ment, Some of these were referred to in his 
‘*Briefe’’ which were published posthumously. 
He also published an exhaustive work on the 
physiology and psychology of music in his 
‘Wer ist Musicalisch?’’, 

About this same time JAcoB HENLE (1809- 
1895), the anatomist, played all string instru- 
ments well, so that he could take part in quar- 
tette work. TRENDELENBERG showed an interest 
in music, and wrote extensively on the mechan- 
ism of the bow and stringed instruments. 
BERNARD NAUNYN (1839-1925), of Strasburg, 
was a lover of chamber music, and his wife was 
a talented soloist. WILHELM Lupwie (1816- 
1895), of Leipzig, was also devoted to chamber 
music. Horrat EDMUND vON NEUSSER was an 
He was insepar- 


excellent pianist at this time. 
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ably wedded to the musie of Chopin, whose 
temperament apparently suited his. In fact, 
Neusser memorized virtually all of Chopin’s 
piano works, and spent hours at the piano after 
his busy days at the medical clinic in Vienna. 
ALFRED DE Bary, the psychiatrist and assistant 
to Fleschig, was at the same time a prominent 
tenor at Bayreuth; and DukE Karu THEODOR 
of Bavaria, an ophthalmologist of note, enjoyed 
his leisure hours in the orchestra. The name of 
ENGELMANN, so well known in medicine must 
also be added to our list of music lovers. 

On the continent one finds a larger number 
of doctors taking a serious interest in the arts. 
Von SCHLEICH, whose name is well known to 
us all, was well versed in music. Von Krigs, 
the successor of Billroth, was, like his master, 
a musician of note, In France history shows 
that BLONDEL won the Grand Prix with his 
‘*Vision de Dante’’; and Duprat published the 
opera ‘‘Petrarque’’. RICHELOT and PIERRE 
BonNIER were both musicians of note. 

In Great Britain, Sir FrRANcIS CHAMPNEYS 
published several anthems. Dr. W. A. AITKEN, 
the author of ‘‘The Voice’’, composed the music 
to ‘‘Sigh No More, Ladies’’ (Sonnet 18 of 
Shakespeare). Dr. Hystop, at one time in 
charge of Bethlem Hospital, London, was a 
composer of note. Sir CHARLES BELL, SEYMOUR 
HAYDEN and Prescott Hewitt were all accom- 
plished musicians. 

Our American cousins have had numerous 
doctors who spent leisure hours in music. 
Colonel Fielding H, Garrison, himself a culti- 
vated musician, has given us the names of several 
physicians who have been performers and even 
composers. He includes JAMES Rusu, the son 
of Benjamin Rush, Smney Kuuy, D’OrsAy 
Hecut, Otro JUETTNER, and Gustav LANGE- 
MANN. GERSTER, besides being a prominent 
physician, found time to devote to the organ 
as well as to etching. The professor of surgery 
at Buffalo a generation ago, ROSWELL Park, 
was a great music lover and a finished violinist. 
JOHN C. HEMMETER, Professor of Physiology at 
the University of Maryland, one of the first 
to employ the duodenal tube, was a man of the 
broadest culture.. He took a great interest in 
music, and in 1911 Carl Fischer published his 
beautiful ‘‘Hymn to Hygeia’’, which he had 
composed in honour of the late William Welch, 
of Johns Hopkins University. The story is told 
of Hemmeter’s having saved the day for a 
Philadelphia orchestra whose leader was sudden- 
ly taken ill with gall-stone colic a few minutes 
before the hour of the recital at a seaside resort. 
Hemmeter took up the baton and led the falter- 
ing orchestra through its opening selection. The 
applause of the audience was joined by the 
excited approval of the members of the orchestra 
itself, and, after a word with the concertmeister, 
Hemmeter conducted the whole program to a 
suecessful close. 
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As for Canada, two names at least ought to 
be mentioned. WesLEy Mius, Osler’s succes- 
sor at McGill, played the violin and published 
a book on the voice. The late dean of the 
medical school at Toronto, C. K, CLARKE, was 
an enthusiastic violinist, and his bow was always 
to be seen in the students’ orchestra on ‘‘Daf- 
fydil Night’’. 

And so, throughout the pages of the history 
of our profession there is to be found the sheen 
of a slender thread of the gentler art of music. 
Even among our contemporaries are to be seen 
a few who find in musie a comfort and repose, 
a tranquil moment away from the lusty surge 
of an ever-driving vocation. With the master 
of Norwich, they can say ‘‘There is a musick 
where ever there is a harmony, order, or propor- 
tion: and thus far we may maintain the music 
of the Sphaer's; for those well-ordered motions, 
and regular paces, though they give no sound 


unto the ear, yet to the understanding they 
strike a note most full of harmony. Whosoever 
is harmonically composed delights in harmony. 
There is something in it of Divinity more than 
the ear discovers: it is an Hieroglyphical and 
shadowed lesson of the whole World, and crea- 
tures of God; such a melody to the ear, as the 
whole World, well understood, would afford the 
understanding. In brief, it is a sensible fit of 
that harmony which intellectually sounds in the 
ears of God.’ 


The author wishes to record his deep appreciation 
of the assistance of music lovers, both lay and profes- 
sional, on both sides of the Atlantic, without whose help 
this collection could not have been made as representative 
as it is. 
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Association Hotes 


The Meeting at Atlantic City 


PROCEEDINGS OF SECTIONS 
THE SECTION ON ORTHOPAEDIC SURGERY 


This Section convened on June 12th, under 
the joint chairmanship of Dr. Robert D. 
Schrock, of Omaha, for the United States, and 
of Dr. R. I. Harris, of Toronto, for Canada. 

Dr. Schrock’s Address, as chairman, was on 
‘*Difficulties of Diagnosis in Bone Tumours’’. 
Dr. Harris’s Address was entitled ‘‘Fat Em- 
bolism—a Dangerous Complication of Ortho- 
pedie Operations’’, It will appear in full in 
a later issue of the Journal. 


The following papers were presented. 


Comminuted Colles Fracture in Elderly Pa- 
tients: Method of Treatment and the End- 
Results in Thirty Cases.—Dr. G. E. Haaearrt, 
Boston. 


A survey of 30 patients aged 58 to 80 revealed that 
bony union is delayed as compared with similar frac- 
tures in younger individuals, and comminution of 
fragments is more frequent. Reduction of the fracture 
is most satisfactorily performed under the fluoroscope, 
following administration of a general anesthetic. In 
reduction it is particularly important to re-establish the 
normal relationship of the radiocarpal joints and to 
secure anatomical reposition of the distal radio-ulnar 
joints. Firm splintage of the fracture should be main- 
tained over a minimum period of five to seven weeks. 
The simplest and most efficient type of splint is the 
‘‘sugar-tongs’’ plaster splint (Simpson). The splint 
should be so applied that free, normal range of motion 
of the interphalangeal and metacarpal phalangeal joints 
is permitted. The patient should abduct the arm at the 
shoulder joint through a normal range of motion. 
Following removal of the splint, physical therapy is 
begun. 





Healing of the Newer Bumper Fractures of 
the Tibia.—Drs. W. G. STERN AND L. E. Papurt, 
Cleveland. 


A few years ago the ‘‘bumper’’ fracture was a 
fracture of the knee, because bumpers were placed 
higher than at present; now it occurs in the middle of 
the leg bone. The new ‘‘bumper’’ fracture is so char- 
acteristic that a physician can often tell by looking at 
an x-ray film of it that his patient has been struck by 
an automobile. The bone is usually broken in small 
pieces and sometimes it has pushed through the flesh, 
which is usually injured severely. 

Dr. Stern’s chief message was to emphasize the 
extreme slowness with which ‘‘bumper’’ fractures heal. 
The bones seldom unite in less than sixteen weeks; they 
often take much longer, and treatment should not be 
abandoned in less than a year. The average time in a 
series of more than 100 cases in his practice was six 
months, some having required as long as fifteen months. 


Treatment: Primary reduction and fixation by the 
elected method. After six weeks the cast, if applied, is 
removed and a plaster mould of the leg is made. The 
plaster cast, this time, with walking iron is re-applied. 
By this time usually sufficient fibrosis has taken place 
within the fractured site so that the leg is no longer 
flail and the danger of the slipping fragments is no 
longer present. If this is not the case, the cast without 
the walking splint is re-applied for four to six weeks 
longer. From the mould a leather-steel envelope brace 
is constructed. This brace fits ‘‘like a glove’’ and 
allows full weight-bearing without any danger of angu- 
lation of fragments. By this weight-bearing circulation 
is improved and bone production is stimulated, and there 
is a gradual deposit of lime in the callus with increasing 
fixation of the fragments until solid union takes place. 


Acute Anterior Poliomyelitis: A Study of the 
1934 Epidemic in Southern California.—Dnrs. 
J. C. WiLson AND P. J. WALKER, Los Angeles. 

A discussion of the 1934 California epidemic from 


an orthopedic point of view with special reference to 
the distribution, severity and duration of paralysis. 
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Dupuytren’s Contracture.—Dr. H. W. MEvYER- 
DING, Rochester, Minn. 


The thickening and shortening of the palmar fascia 
produces a gradual and painless flexion deformity of 
the fingers. At the onset, a firm fixed nodule forms at 
the linea mensalis, near the base of the fourth or fifth 
finger. As the contracture continues to spread laterally 
it also extends distally along the sides of the fingers, 
to include the nerves and vessels of the distal phalanges. 
The subcutaneous fat is lost and the fingers become 
flexed. Delayed treatment of a skilled worker results 
in a serious disability, which threatens future earning 
capacity and may result in the calamity of permanent 
loss of usefulness of the hand. Fortunately, modern 
aseptic surgery permits the removal of the contractured 
palmar fascia, provided the patient consults the physi- 
cian before the involvement has become too severe to 
justify operative treatment. Such treatment results in 
the recovery of the usefulness of the hand. 


The Treatment of Scoliosis: End-Results in 
the Study of One Hundred Post-Operative 
Cases.—Drs, A. WHITMAN, New York, and W. 
E. Brogden, Canton, Ohio. 


Dr. Whitman described the evolution of treatment 
of the curved spine during the past twenty years. In 
1914 a much favoured treatment was a form of jacket 
in which the patients were ‘‘bent over into the most 
hideous attitudes, walking, breathing, indeed living, with 
the greatest difficulty’’. After some years of using 
the jacket treatment, with various modifications, Dr. 
Whitman had an experience that changed his entire plan 
of treatment. A girl wearing a jacket came to the 
hospital with such a severe eruption of the skin that it 
seemed out of the question to put on another. He 
therefore placed the girl on a convex stretcher frame, 
and to his surprise not only did the skin eruption clear 
up but the crooked spine improved rapidly. From that 
time on the frame treatment was used exclusively, re- 
sulting in as much improvement in six or eight weeks 
as had been made in two years in the jackets. 


Curvature of the spine is a result of man’s assump- 
tion of the upright position and the consequent struggle 
against the force of gravity. Placing the patient on 
the back therefore removes this important factor. In 
the treatment as at present carried out, an operation 
to stiffen the spine is sometimes necessary. 


In every case, the greatest emphasis is placed on 
mental attitude. It was explained that posture is largely 
an attitude of mind, and no back is so crooked that it 
cannot be improved by effort. Dr. Whitman believed 
this strongly and he believed that severe methods of 
correction would be unnecessary if the importance of 
the mental attitude were more generally understood. 

Three classes of curvature were discussed by Dr. 
Whitman. In the first definite permanent improvement 
may be obtained in direct ratio to the patient’s in- 
telligence. In the second, it is expected that the person’s 
external appearance may be improved by operation to 
check the progress of the deformity. The third class 
is that of advanced curvatures, in which it may be 
possible to check the progress of the curvature, enable 
the patient to wear less cumbersome apparatus, and 
improve his general condition. 


Late Results of Treatment of Congenital Dis- 
location of the Hip.— Dr. C. H. Heyman, 
Cleveland. 


The late results of the closed treatment of congenital 
dislocation of the hip were reported, the anatomico- 
roentgenological cures being contrasted with the usually 
reported clinico-functional cures. The percentage of 
cures according to the latter criteria is similar to reports 

of others but according to the former is only from 10 to 





20 per cent. Roentgenograms were studied with par- 
ticular reference to abnormalities of growth centres and 
epiphyses, and changes at the head of the femur and 
acetabulum. It was believed that these late changes 
are not so much due to trauma during reduction of the 
dislocation as to a primary inhibition of development. 
Irregularities and deformities at the head of the femur 
and roof of the acetabulum after reduction are prob- 
ably the result of pressure and occur in direct relation 
to the age of the patient and the severity of the disloca- 
tion at the time of treatment. A comparative study of 
the late results of primary open reduction was suggested. 


Traumatic Flail Elbow.—Dr. J. M. Murray, 
Ottawa, Ont. 


Four years after a motor accident, the triceps was 
found attached to lower end of humerus, which was 
sawed off square. The lower end was split vertically 
into lateral halves. The piece of bone, previously the 
pointed lower extremity of the humerus, was placed in 
this crevice which was widened to give a width to lower 
end of humerus equal to normal. Drill holes extending 
to the medullary cavity were placed in the upper end 
of the ulna and along the sides of the ulna in its 
upper third. A sliding graft made from the ulna was 
pushed upward and behind the now broadened lower end 
of the humerus and held in place by kangaroo tendon. 
The triceps was attached to the upper end of the graft. 
A cast was applied from palm to axilla with elbow held 
at angle of 145 degrees for eight weeks. The range of 
active motion is from an angle of 85 to 175 degrees. 


Acute Septic Arthritis—Dr. G. W. Arm- 
STRONG, Ottawa, Ont. 


This paper will appear in full in a later issue of 
the Journal. 


Experiences in Leg Lengthening.—Dr. E. C. 
JANES, Hamilton. 


This paper will appear in full in a later issue 
of the Journal. 


Fractures of the Carpal Seaphoid.—Dr, D. 
W. G. Murray, Toronto. 


Fractures of this bone are of two types, through 
the articular surfaces and through the tuberosity. In 
the latter group there is rarely much displacement, and 
fixation in plaster for three weeks in dorsiflexion and 
radial abduction gave good results. In recent fractures 
through the waist of the bone usually there is no dis- 
placement. Fixation in plaster in moderate dorsiflexion 
for eight weeks gave satisfactory bony union. The 
plaster should be applied to afford sufficient support for 
the first metacarpal. Occasionally fracture through the 
waist of the scaphoid is accompanied by dislocation of 
the semilunar bone or by a midecarpal dislocation. In 
the former, the proximal fragment of the scaphoid is 
displaced toward the ulnar side, partly filling the space 
left by the displaced semilunar. If seen early, the 
semilunar may be reduced, thereby improving the posi- 
tion of the fragment. In the latter, open reduction with 
immediate bone graft of scaphoid gave good results. 


Post-Traumatic Acute Bone Atrophy: A Clini- 
eal Entity—Dr. F. B. Gurp, Montreal. 
A review of the comparatively meagre literature 


from the time of Sudeck’s contribution in 1900 was 
given. The newer conception of the factors underlying 


localized osteoporosis and sclerosis as advocated, espe- 
cially by Grieg, was reviewed. A description of typical 
cases was given as a means for exemplifying the history 
and clinical appearance of cases in which post-traumatic 
An attempt was 


acute bone atrophy has occurred. 
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made to analyze the cases in which acute bone atrophy 
occurred, in order, if possible, to discover the underlying 
cause of the condition. Methods of treatment in both 
upper and lower extremities were considered. 


The Conservative Operation for Bunions: 
End-Results and Refinements of Technique.— 
Dr. E. D. McBrive, Oklahoma City, 


The surgical treatment of hallux valgus carries with 
it an unusual responsibility. End-results that appear 
satisfactory to the surgeon are often not satisfactory 
to the patient. The operative procedure, therefore, must 
be one that not only fulfils surgical requirements but 
one that will meet the patient’s expectations in respect 
to the cosmetic effect, a reasonable temporary disability, 
and the final functional outcome. The operation pre- 
viously described by the author has proved equal to 
these requirements. He now presented a number of ex- 
periences, observations and minor improvements which 
should be recorded. The significance of certain anatomi- 
cal features was considered, especially that of the blood 
vessels, nerves, tendons and sesamoids. Attention was 
directed to certain advantages, difficulties and complica- 
tions. The results are measured by the following specifi- 
cations: the time for recovery; the thoroughness of 
anatomical correction; the relief of soreness and pain; 
the limitation of movement; and the personal satisfac- 
tion of the patient. 


An Analysis of Living Cases of Primary 
Malignant Bone Tumours.—Dr. W. C. CAmp- 
BELL, Memphis, Tenn. 


The author gave an analysis of various factors of 
a group of malignant bone tumours that have apparently 
been successfully treated. This group consisted of 15 
cases in which the patients are living and well from 
three to sixteen years, which have been obtained from 
the private records of approximately 150 malignant bone 
tumours. Bone tumours were classified as: (1) Osteo- 
genic: osteolytic, chondromyxosarcoma (primary and 
secondary), chondroblastic, chondrosarcoma, fibrosarcoma 
and osteoblastic. (2) Non-osteogenic: endothelial mye- 
loma (Ewing’s tumour), myeloma, and extraperiosteal 
fibrosarcoma. The classifications of osteogenic sarcoma 
are not uniform, as there is frequently difference of 
opinion among pathologists in this field as to the type 
of any given tumour. Therefore the analysis of a group 
of cases from a private individual, or several associates, 
is quite different from that of a large group contributed 
from many different sources. Fifteen cases from the 
private records of a clinic were compared with those of 
the Registry of Bone Sarcoma. 


Osteomyelitis in Infancy.—Dr. W. T. GREEN, 
Boston. 


Attention was called by Dr. Green to the fact that 
osteomyelitis in infancy presents many features that are 
different from the disease in older children. Reference 
was made to a study of 95 cases of osteomyelitis in 
children under 2 years of age treated at the Children’s 
Hospital, Boston. In explanation of the peculiarities 
of, osteomyelitis in infancy the author submitted certain 
anatomical and physiological characteristics of bone at 
this age, as well as the fact that the causative organism 
is more frequently Streptococcus hemolyticus, It was 
necessary to understand the individuality of osteomyelitis 
in infancy in order to treat the disease properly. 


Growth Arrest in the Long Bones as a Result 
of Fractures that include the Epiphysis.—Dr. 
E. L. Compere, Chicago. 

Fractures of the long bones in children may cross 


the plate of growth cartilage at the metaphysis and 
involve the epiphysis. In some cases following such a 


fracture the epiphysis becomes fused to the shaft and 
longitudinal growth is arrested. An attempt was made 
by Dr. Compere in this study to show the incidence of 
growth disturbance resulting from fractures of this 
type. The treatment of the deformities in a series of 
cases is discussed and the results were analyzed. 


The Effect of Inflammation on Epiphyses and 


Slipped Epiphyses.—Dr. R. A. Y. JOHNSTON, 
London, Ont. 


Dr. Johnston gave the results of an analysis of 
cases of osteomyelitis, infective arthritis, and tuber- 
culosis of the extremities, noting the effect of the 
lesions on the epiphyses. He outlined his conclusions 
as to the interference with growth in the lesions in the 
various locations and the occurrence of deformities at 
the knee, ankle and hip and growth as a factor in pro- 
ducing deformities in partially damaged epiphyses, and 
gave comparison of the results obtained in the radical 
and conservative treatment of tuberculosis of the hip 
and the resultant variation in leg lengths and the com- 
parison of the extent of preservation of the upper 
femoral epiphysis in each type of management. 


SECTION ON UROLOGY 


This Section convened on June 12th, under 
the joint chairmanship of Dr. David W. Mac- 
Kenzie, of Montreal, for Canada, and of Dr. 
Stanley R. Woodruff, of Jersey City, for the 
United States. 


Dr. MacKenzie’s Address as chairman was 
entitled ‘‘Experimental Studies of Lymphatic 
Absorption from the Pelvic Organs, with Spe- 
cial Reference to the Question of Renal Infec- 
tions’’. It was illustrated by lantern slides and 
also by a scientific exhibit which was a prize- 
winner. 


A considerable amount of work has been done on 
the question of the relationship of inflammatory lesions 
in the pelvic organs to coincident or subsequent infec- 
tions in the upper urinary tract. Two main theories 
on the matter have been advanced: (1) that infections 
of the lower urinary tract reach the kidney by the mural 
or periurethral lymphatics, and (2) that involvement 
of the upper urinary tract may be intraluminar, but 
that the ureteral lymphatics are rarely the pathway. Dr. 
MacKenzie gave a review of previous investigations and 
presented some detailed personal studies. 


Dr. Woodruff’s Address was on ‘‘Tumours of 
the Ureter’’. 


He considered the various types of ureteral tu- 
mours, primary and secondary, and proposed a classifi- 
cation of the secondary forms. He discussed the 
mechanism of obstruction to the ureter, particularly in 
those cases where the lumen was patent yet the urine 
did not pass from the kidney to the bladder. He re- 
ported one case in which anuria was practically the 
only symptom. 


The following papers were presented. 


The Embryological and Clinical Aspects of 
Double Ureter. — Dr. A. B. HAWTHORNE, 
Montreal. 


This paper will be published in full in the January 
issue of the Journal. 
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The Ectopic Pelvic Kidneys.— Dr. G. J. 
THoMAs, Minneapolis. 


This subject was discussed under the following 
heads. Definition. Review of unusual cases reported. 
Prevalence of condition. Diagnosis. Discussion of 
surgical treatment and the difficulties that may be 
encountered. 


The Surgical Treatment of Anomalies of the 
Upper Urinary Tract in Children.—Dr, M. F. 
CAMPBELL, New York. 


The high incidence and morbidity of anomalies of 
the upper urinary tract and the importance of their 
early recognition were first considered. Persistent pyuria 
— so-called chronic pyelitis—is the usual presenting 
symptom; less often tumour or pain of hydronephrosis 
or disturbances of urination exist. Children are gen- 
erally good urosurgical risks. Pre-operative and post- 
operative requisites are indicated—chiefly water and 
dextrose. Because of the surprising restorative powers 
in the young, conservative operation should take pre- 
cedence over a radical one. Delayed diagnosis and a 
radical operation usually go hand in hand. Congenital 
renal conditions not amenable to surgical treatment: 
agenesis, aplasia and ectopy. The surgical treatment 
of stricture, reduplication, kink, valves, abnormal inser- 
tion, ectopic opening and vascular obstruction of the 
ureter; ureterocele; and renal reduplication, congenital 
abnormal mobility and horseshoe formation. Thera- 
peutic considerations in approximately 250 personal cases 
(children) with one or more of these anomalies were 
discussed. The results, for the most part, were grati- 
fying. 


The Operative Treatment for Undescended 
Testicle—Drs. C. M. McKenna and E. E. 
Ewert, Chicago. 


A short review of the literature was given, with 
special reference to physiology in animal experimenta- 
tion. The following points were discussed. Classified 
incidence and indications for operation. Limitations of 
the value of antuitrin-S. Consideration of the dangers 
of malignancy and the proper age for operation. Demon- 
stration with slides and motion pictures of the authors’ 
improved technique, with a report of the results obtained 
in more than 100 operations done by them. 


Congenital Obstructions of the Female 
Urethra.—Dr. W. E. STEvENS, San Francisco. 


A consideration of the types of congenital anomalies 
of the female urethra was given. Urethral conditions 
are generally responsible for the obstruction. Congenital 
stenosis of the external meatus is a comparatively com- 
mon condition. The importance of strictures of the 
urethra as etiological factors in infections and other 
pathological conditions of the upper genito-urinary tract 
was dealt with. The treatment of urethral valves in 
the female urethra was outlined. 


Cystitis Cystica—Drs. FRANK S. PAtcH and 
L. J. RueA, Montreal. 


This paper is published in full in this issue of the 
Journal (see p. 597). 


Dr. C. W. Cotuines, New York, demonstrated 


a new instrument for the excision of prostatic obstruc- 
tions, particularly of the floor of the prostatic urethra. 
The knife electrode is moved backwards and forwards 
by means of a rack kand thumbscrew somewhat similar 
to the rack and pinion of the Stern-McCarthy instru- 
ment. 


New Methods of Diagnosis in Neurogenic 
Lesions of the Bladder and Vesical Neck.—Drs. 
L. G. Lewis and O. R. LANawortuy, Baltimore. 


The bladder is represented in the central nervous 
system as high as the cerebral cortex. Lesions of the 
sensory fibres lead to difficulty in micturition by stretch- 
ing of the bladder muscle and secondary atrophy. The 
bladder musculature is represented on both sides of 
the motor cortex. Bilateral injury of the pyramidal 
tracts produces frequency of urination and sometimes 
urgency. The bladder capacity is reduced and the 
etrusor contracts strongly when the bladder is distended. 
Other motor impulses from the mid-brain control the 
tonus of the bladder musculature. If the two pathways 
are injured together, the contracture of the detrusor is 
less well maintained and emptying of the bladder less 
efficient. The authors’ report included cystometric 
studies of patients suffering from lesions of the motor 
pathways, which confirmed previous experimental ob- 
servations. 


A Preliminary Clinical Report on the Treat- 
ment of Benign Prostatic Hypertrophy by Non- 
operative Methods.—Dr. W. E. Lower, Cleve- 
land. 


Based on experimental evidence of the endocrine 
control of prostatic hypertrophy, a group of patients 
with benign prostatic hypertrophy have been treated 
with Inhibin, the hypophyseal inhibitory hormone of the 
testis. Encouraging results have been obtained. A pre- 
liminary report of these cases was presented. 


The Anterior Pituitary-Testis Endocrine Rela- 
tion in the Human Being.—Drs. F. McCauey, 
L. P. HANSEN and D. Sotoway, Philadelphia. 


Knowledge of the reciprocal interaction existing 
between the gonadotropic hormone of the anterior 
pituitary and the testes is based largely on the work of 
experimental laboratories. This investigation of the 
endocrine relationship as it exists in human beings is 
based on quantitative urinary. assays for testes and 
anterior pituitary hormones in selected cases. 


Experimental Studies on Impotence in Man.— 
Dr. O. S. Lowstey, New York. 


A review of the prevailing views of the physiology 
of erection by modern writers. Description of operative 
technique on animals, which has succeeded in giving a 
whole series of dogs increased sexual power and ability. 
A description of operations on a series of men, based 
on the animal experiments, which has resulted in cure 
of absolute impotence was given, with presentation of 
some of the patients themselves, 


Experimental Study in Renal Arteriography. 
—Drs. S. W. Moore and R. B. HENLINE, New 
York. 


Various solutions which cast an x-ray shadow were 
injected directly into the aorta of dogs. The needle 
was inserted at the costo-vertebral angle and passed 
through the tissues until the aorta was punctured. X-ray 
films were exposed at intervals following the injection 
of contrast mediums. The ease of this procedure, reac- 
tions, end-results and value in urological study is dis- 
cussed. 


A Study of the Changes in the Trigone fol- 
lowing Resection.—Dr, D. F. Rupnick, Chicago. 
Four cases of detachment of the trigonal muscle 
occurring during electroresection were cited in detail. 
This is the first report of this accident recorded. A 
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cadaver study of the anatomy and surgical pathology of 
vesical neck obstructions demonstrates their relations to 
the trigonal muscle. Detachment of the trigonal muscle 
is a vesical perforation usually producing marked 
‘‘shock’’ and leads to slow urinary extravasation and 
pelvic cellulitis. 


The Indication for Nephropexy, with an 
Analysis of Results.—Dr. J. B. Lownes, Phila- 
delphia. 


This paper was a clinical consideration of nephro- 
pexy with an analysis of studies of results obtained. 
Intravenous urograms in the erect posture before and 
after operation were demonstrated. 


The Prognosis with Renal Neoplasm and 
Clinical Data Affecting It.—Dr. W. F. Braascu, 
Rochester, Minn. 


The clinical data in renal neoplasms are often an 
accurate guide to surgical treatment and the prognosis. 
The following topics were discussed. The value of the 
excretory urogram in diagnosis. Clinical importance of 
coincident hypertension. Abnormal conditions and recent 
weight loss. The prognosis with pulmonary and other 
metastases when present. Is nephrectomy ever advis- 
able? The value of pathological data in prognosis. 


Choice of Treatment in Carcinoma of the 
Bladder.—Dr. Rosin PEARSE, Toronto, 


This paper will be published in full in the February 
issue of the Journal. 


The Etiology and Pathogenesis of Multiple 
Tumours of the Genito-Urinary Tract: Treat- 
ment and Results—Dr. R. 8S. Feraguson, New 
York. 


The author contended that the multiple tumours of 
the urinary tract represent a single clinical entity. A 
comparison of the multiple tumours of the renal pelvis, 
ureter and bladder on the basis of age and sex incidence 
points to a common etiology. The clinical behaviour of 
these tumours with respect to so-called recurrence after 
removal of the primary lesion likewise indicates the 
presence of a constitutional factor resulting in the re- 
appearance of these tumours in the remaining portions 
of the urinary tract. The known etiology of the bil- 
harziasis cancer and the multiple tumours of the bladder 
point to the fact that the disease originates through 
some blood-borne causative agent. The pathogenesis 
of aniline tumours and of early multiple tumours in 
civil cases was compared. Treatment by modern methods 
of high voltage x-rays with divided doses was advised 
and cases were cited to show that the rate of new tu- 
mour-formation after this form of treatment is less than 
after surgical treatment. 


Total Cystectomy and Urethral Transplanta- 
tions in Malignant Conditions of the Bladder, 
with the Description of a New Operative Pro- 
eedure—Dr. R. M. Nessit, Ann Arbor, Mich. 


Many bladder neoplasms are best treated by local 
excision, fulguration or irradiation; some cannot be suc- 
cessfully attacked by any of these means. Multiple 
neoplasms, particularly the so-called papillomatosis type, 
must be treated by total cystectomy if cure is to be 
expected. The available procedures were discussed and 
a method proposed for performing ea and 
bilateral ureteral transplantation. 





The Management of Tumours of the Kidney, 
ineluding Cysts and Polycystic Disease.—Dr. 
R, M. LeComrr, Washington, D.C. 


The cure of renal neoplasm lies in surgical excision. 
The subject was discussed under the following headings. 
Contraindications to operation. Desiderata in operation. 
Pre-operative irradiation. Treatment of inoperable 
cases. Treatment of polycystic disease. Indications for 
operation. Types of operation permissible. Surgical 
treatment of hydatid renal cysts, open and closed. 
Surgical treatment of the so-called solitary cysts, serous 
and hemorrhagic. 


Carcinoma of the Female Urethra.—Dr. E. 
M. Watson, Buffalo. 


A study of 17 cases of carcinoma of the female 
urethra was presented, each case proved by section. The 
ages of the patients extended from 36 years (youngest) 
to 65 years (oldest). All the patients were married. 
In five instances a ‘‘tumour’’ had been removed from 
the urethra from one month to eight years before the 
patients presented themselves at the hospital. In six 
instanees the sections first obtained showed microscopi- 
cally squamous cell proliferation, caruncle or papilloma, 
but not carcinoma. Later sections of these lesions 
showed true mucous membrane epithelioma. These cases 
had been treated by fulguration, radium seed implanta- 
tion, and high voltage x-rays. Of these 17 patients, 7 
died of carcinoma varying from three months to seven 
years after treatment was instituted. Of the remaining 
10 nine were well from two to twelve years after treat- 
ment, and one had been lost track of. 


Teratoid Tumours of the Testes. — ie A. Ly. 
DEAN, JR., New York. 


Based on the study of 292 testicular teratomas, the 
symptoms and diagnostic signs are considered. The 
clinical value of the Aschheim-Zondek test was indicated. 
Radiation therapy as at present employed at the Me- 
morial Hospital was described and a careful tabulation 
of the end-results, especially the five year results, was 
made. 


THE SECTION ON GASTRO-ENTEROLOGY AND 
PROCTOLOGY 


This Section convened on June 12th, under 
the chairmanship, for Canada, of Dr. R. H. M. 
Hardisty, of Montreal, and of Walter A. 
Fansler, Minneapolis, for the United States. 

Doctor Fansler’s Address was on ‘‘The Diag- 
nosis and Prognosis of Epithelial Tumours of 
the Large Bowel’?; Doctor Hardisty’s was of 
the nature of a retrospect. 


The following papers were presented. 


Intestinal Obstruction: An Experimental 
Study.—Drs. N. B. Taytor and C. B. WELD, 
Toronto. 


A neurogenic basis was suggested for the cause of 
the acute symptoms of high intestinal obstruction. The 
symptoms are associated with the extreme peristaltic 
activity induced by distention of the intestine with the 
obstructed contents. The same symptoms and rapid 
death are produced by inflation in the lower duodenum 
of a balloon which is attached to the side of a rubber 
tube in order to avoid any actual obstruction to the 
passage of intestinal contents. These effects are ex- 
aggerated by physostigmine and are minimized by 
atropine or by denervation of the distended area. 
Bacterial toxins or chloride loss are ruled out as primary 
causes of the symptoms. 
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Some Effects of Barbituriec Acid Derivatives 
on Gastro-Intestinal Motility and Absorption in 
the Cat.—Dr, N. B. Dreyer, Halifax, N.S. 


The depression of intestinal motility in anesthetized 
dogs noted by Gruber is absent in cats. In animals 
anesthetized with chloralose a pure stimulation results. 
Like results were obtained in decerebrate cats. The 
action does not arise in the cerebral. or spinal cord 
centres but is situated peripherally, presumably in 
Auerbach’s plexus. Identical results are obtained after 
section of vagi and splanchnic nerves. If atropine is 
administered an hour or more before the barbiturate 
the latter causes a stimulation. The stimulation extends 
from the stomach to the large intestine. The reversal 
of sympathetic stimulation noted by McSweeney was 
not confirmed, nor was the effect of weakened vagal 
activity following injection of sodium amytal noted. 
The weakened vagal effect described seems to be due 
to the alkali in which the drug was dissolved previous 
to injection. Barbiturates do not interfere with the 
responses of the intestine to drugs. 


Studies on Crystalline Vitamin B,: Experi- 
mental and Clinical Observations.—Drs. M. G. 
VoruHaus, R. R. WiuuiaMs and R. E. WATERMAN, 
New York. 


Crystalline vitamin B, has been available for experi- 
mental and clinical studies. The factor of dosage was 
considered; the relationship of animal needs and utiliza- 
tion to human needs was discussed; the growth curves 
of animals on varying amounts of crystalline vitamin B, 
was demonstrated; the question of toxicity in man, of 
large doses, was dealt with. The probable réle of this 
vitamin in therapy was stated, based on clinical indica- 
tions observed in sma@#l numbers of varying conditions, 
which was discussed and tabulated. The opportunity 
for clarification of the therapeutic réle that this vitamin 
may play was now afforded for the first time, since 
pure material was being made available. 


Deficiency Disease and the Small Intestine.— 
Drs. T. T, MAcKIE and R. E. Pounp, New York. 


Roentgen examinations of cases presenting clinical 
evidence of deficiency disease have shown the constant 
presence of characteristic changes throughout the small 
intestine. The mucosal pattern is distorted. There is 
evidence of loss of tone. Irregular forward progress 
and segmental distribution of the barium indicate dis- 
organized motor function. These changes have been 
observed in two groups of cases. In one a deficiency 
factor is dominant and is believed to act alone. In the 
other the indications of deficiency disease are associated 
with chronic bacterial infection. There is no correla- 
tion with variations in gastric acidity, the type or 
severity of anemia, or altered blood chemistry values. 
The intestinal changes therefore may result from de- 
ficiency disease alone, from a toxic factor, or from the 
combined action of the two. Under effective clinical 
management the abnormalities of the small intestine 
tend to regress as the clinical indications of deficiency 
are controlled. 


Multiple Nutritional Deficiency Disease.—Dr. 
R. L. Haven, Cleveland. 


An increasing number of clinical syndromes are 
being recognized as due to the lack of something rather 
than to the presence of some positive etiological agent. 
Tissues needing a specific substance for normal life and 
activity may not receive or use the substance, even 
though it is taken into the body, so there is a true 
deficiency from the standpoint of metabolism. Numer- 
ous factors influence absorption and utilization of nutri- 
tional factors. ‘The clinical picture of single deficiency 
diseases is quite definite. Frequently more than one 


nutritional factor is lacking. Cases to illustrate single 
and multiple deficiency disease were cited, with the clini- 
cal observations and results of treatment. 


Combined Forms of Ileitis and Colitis.—Drs. 
B. B. Crown and B. D. Rosenax, New York. 


This condition is one of a granulomatous terminal 
ileitis with a coexisting, patchy, severe colitis. The 
ileum is probably the original seat of the disease. Oc- 
casionally the process extends directly across the ileo- 
cecal valve to involve the cecum; more often the process 
jumps the valve and appears in diffuse areas of the 
entire colon. The clinical picture is neither that of a 
typical ileitis nor of a colitis but has well-marked char- 
acteristics of its own. The disease is not ulcerative 
colitis with secondary ileal extension. The diarrhea is 
minimal, The pathological process in the colon is more 
like that of a ‘‘ granulomatous’? colitis than of a super- 
ficial ulcerative process. The colon involvement is 
capable of spontaneous regression. The area of ileal 
involvement must be resected. 


The Use of Chondroitin in Idiopathic Head- 
ache.—Drs. L. A. CRANDALL, G. M. RoBerts 
and L. D. Snorr, Chicago. » 


Since the publication of a preliminary report on 
the use of chondroitin (chondroitin sulphuric acid) in 
42 cases of idiopathic headache, a continuation of the 
study has made possible the compilation of data on 
more than 150 cases. The longest period of observation 
has been three years. All cases have been observed for 
at least two months. The majority of cases treated 
have been of the migraine type. In approximately 50 
per cent of all instances the results have been satis- 
factory; i.e., headache, when it persisted, was, not severe 
enough to be troublesome. In another 20 per cent the 
frequency or severity of the attacks was reduced at least 
50 per cent. Whether chondroitin will be found useful 
by the medical profession in the treatment of idiopathic 
headache can be determined only by the test of time. 
A point of immediate interest is the demonstration of 
the physiological effect. 


The Value of Belladonna in Stomach Dis- 
orders: A Summary of Laboratory and Clinical 
Observations.—Dr. W. A. Bastepo, New York. 


Atropine and preparations of belladonna have been 
and are administered extensively to diminish secretion 
or to abolish spasm in the stomach. In sufficient dosage 
atropine has the power to bring about these effects to 
some degree, but the necessary doses are far greater 
than those commonly employed in medicine. Both 
laboratory and clinical tests go to show that, even in 
the largest doses that it is possible to administer to 
patients, the power of atropine to relieve spasm is un- 
certain, and its effects on secretion are very limited. 
The large doses required for an effect on the stomach 
have other striking physiological effects that cannot be 
ignored, 


Diagnostie Criteria of Colonic Cancer.—Dr. 
C. Rosser, Dallas, Texas. 


Endometriosis of the Large Bowel.—Dr. N. 
J. MacLEAn, Winnipeg. 


This paper will appear later in the Journal. 


Behaviour of the Average Human Colon.— 
Drs. E. L. Wausy, G. H. Laine, H. L. Sippy 


and A. C. Ivy, Chicago. 


One thousand persons in the age-group of 19 to 30 
years were studied. Only 26.5 per cent acknowledged 
the practice of a ‘‘stool habit’’; only 42 per cent were 
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very regular or manifest either an ‘‘active’’ or a 


‘‘passive stool habit’’, There was no significant sex 
difference. 


Clinical Experience of the Mayo Clinic in the 
Treatment of Amebiasis—Dr. P. W. Brown, 
Rochester, Minn, 


Emetine was the standby in Dr. Brown’s series, 
having been used in 554 cases. It gave place to new 
remedies derived from arsenic, but later was found to 
be valuable in conjunction with the arsenic preparations. 
The quick response of the disease to emetine is one of 
the miracles of medicine, but because occasional un- 
toward results have occurred, possibly from too large 
doses, and because it is slowly eliminated from the body, 
its chief use at present is to give the patient prompt 
relief, while other medicines are used along with it to 
eliminate the amebe. Several other types of treatment 
were used among these patients, but the numbers were 
too small to allow definite conclusions. Of the total 
group of 834 cases, 523 afforded enough information to 
warrant conclusions about the results of treatment. 
Of these, 398 were cured by treatment with one or an- 
other of the drugs, the percentage being much higher 
when the arsenic compounds were used. Of the 125 
failures, 60 were later cured; 12 still had the disease 
at last report, and for 53 there was no information. 

The key to eventual cure was variation in the ‘‘am- 
munition’’. Dr. Brown believed that judicious and 
varied treatment with the drugs now available will result 
in, curing almost all cases of amebiasis, 


Lymphogranuloma Inguinale.— Drs, H. T. 
Haves, H. B. Burr and J. W. Harris, Houston, 
Texas. 


Differential diagnosis lies between chancroidal bubo, 
syphilitic adenitis, Hodgkin’s disease, gonorrheal adeni- 
tis and lymphosarcoma. In the male the disease is 
usually of the inguinal type; in the female, occasionally 
inguinal and labial type, more often anorectal type, 
occasionally pelvic type. The authors gave a comparison 
of the treatment of the inguinal and labial type with 
the anorectal type. Eighty-three cases of stricture of 
the rectum with comparative charts were recorded, giving 
results of Frei test, rectal smears and Wassermann 
tests; a comparison of sex and race. A chart showing 
a study of the Frei reaction in the stricture cases of 
many different antigens was exhibited. Twenty-six cases 
of inguinal adentitis, results of the Frei test, and a 
chart showing the sex and race were also presented. 
Eleven cases of filiform stricture in the male giving 
Frei reactions were recorded. 


Proctological Conditions in Children.—Dr. F. 
C. YEoMANS, New York. 


Proctology is chiefly a surgical specialty and deals 
mainly with adults. Nevertheless, certain conditions in 
this field are peculiar to children, as congenital defects 
and malformations. Inflammatory, infective and ulcera- 
tive lesions of the colon and rectum are common to both 
children and adults. Unless systematic examination is 
carried out, the diagnosis of many serious conditions in 
children will be missed. Illustrative cases. 


Villous Papilloma of the Rectum.—Dr. F. B. 
Bowman, Hamilton. 


A report of a case with all the typical symptoms of 
this disease. 


The Function of the Pyloric Sphineter.—Dr. 
M. J. Wiuson, Toronto. 


Radiological and other evidence was advanced to 
support the contention of Wheelon and Thomas that the 
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pyloric sphincter behaves as part of the stomach muscu- 
lature and not as a separate organ. Its normal tension 
probably prevents regurgitation from the duodenum, but 
its principal function in common with the rest of the 
stomach is to regulate the flow of chyme to the small 
intestine. 


The Regulation of Gastric Acidity.—Drs. C. 
M. WILHELMJ and F. C. Hii, Omaha. 


During gastric digestion, three and at times four 
secretions of widely different composition may enter the 
stomach, A detailed study had been made of these 
separate secretions. The knowledge thus gained was 
applied to an analysis of the fractional test meal. A 
test meal of 2 per cent Liebig’s extract containing 
phenol red was used. The decrease in the percentage 
of phenol red shows the total quantity of secretions 
entering the stomach. It is possible to divide the total 
fluid entering the stomach into the ‘‘acid fluid’’ and 
the ‘‘extra fluid’’ and to determine the importance of 
the ‘‘extra fluid’’ in lowering gastric acidity by dilu- 
tion and neutralization. There is a second and inde- 
pendent factor regulating gastric acidity which depends 
on the hydrogen ion concentration of the gastric con- 
tents. The latter is possibly a ‘‘safety or reserve’’ 
mechanism. 


The Secretion of Gastric Mucin in Man: A 
Comparative Study in the Normal Subject and 
Peptic Ulcer Patient in Response to an Aleohol 
Test Meal.—Drs. 8S. J. Fogetson and R. K. 
ANDERSON, Chicago. 


When the 70 per cent alcohol insoluble acid-pepsin 
digestion resistant fraction of gastric mucin was hydro- 
lyzed it contained 33 per cent reducing substances. With 
Somogyi’s modification of the Shaffer-Hartmann tech- 
nique, it was possible in 1 c.c. of gastric contents to 
determine the percentage reduction calculated as dex- 
trose. These values afforded a basis for relative deter- 
minations on the mucus secreted in response to a uniform 
stimulus during a controlled period. After the stomach 
had been emptied, an alcohol test meal was injected and 
10 ¢.c. samples of contents were removed every fifteen 
minutes for two hours. These were assayed for free 
and total acid, pepsin and mucin content. When the 
stomach is stimulated with alcohol the concentration of 
gastric mucin in the gastric contents of the normal sub- 
ject is approximately three times that of ulcer patients. 
Study on patients treated with gastric mucin suggests 
a definite but moderate increase after treatment. 


Relation of Non-protein Nitrogen Retention 
to Dehydration and Hypochloremia.—Drs. J. 
Eman and W. G. Karr, Philadelphia. 


All cases showing non-protein nitrogen retention 
are not glomerular nephritis. When there is a marked 
loss of hydrochloric acid by vomiting the chlorides of 
the blood are decreased. The decrease in chlorides is 
accompanied by an increase in the carbon dioxide 
capacity with a resultant alkalosis. Finally the blood 
urea nitrogen is elevated. There is also a loss of sodium 
chloride as well, which with the fluid loss is the cause 
of the dehydration. Sodium chloride plus water replace- 
ment will correct the dehydration, azotemia and 
alkalosis. If the kidneys are damaged or the patient 
remains anuric care must be used in chloride replace- 
ment or a hyperchloremia will result. Plasma chlorides 
regulate the amount of sodium chloride replacement, 
which in many cases is in excess of the amount usually 
anticipated. 
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Blood Sugar Concentration and the External 
Secretion of the Pancreatic Gland.—Pror. B. 
P, Baskin, Montreal. 


The concentration of enzymes in the pancreatic 
juice, besides other already known factors, depends on 
the blood sugar concentration. It rises and falls in 
conformity with the rise and fall of the blood sugar. 
Only dextrose solutions introduced intravenously pro- 
duce this effect. The isosmotic solutions of sodium 
chloride, sodium bicarbonate and cane sugar are devoid 
of this property. The effect of dextrose on the output 
of pancreatic enzymes persists, although in somewhat 
modified form, after section of the vagi. It disappears 
after the atropinization of the animal. The theory is 
advanced that dextrose stimulates the vagus endings in 
the pancreas, which are primarily responsible for the 
discharge of enzymes from the acinous cells. 


Abdominal Symptomatology of Diabetic Aci- 
dosis.—Dr. J. T. BEARDWoop, JR., Philadelphia. 


(Esophageal Carcinoma, with Especial Refer- 
ence to a Non-stenosing Variety.—Drs. R. W. 
MaTHEWwS and T. G, SCHNABEL, Philadelphia. 


A clinical pathological study was made of 112 
patients dying of carcinoma of the esophagus as ob- 
served at the Philadelphia General Hospital during the 
past fourteen years. Particular note was made of pa- 
tients studied whose lesions were non-stenosing. Of the 
whole group, at least 25 per cent were of this variety. 
The symptom dysphagia appears to be associated with 
carcinoma of the upper third of this organ, even though 
it is patulous; but this is not generally true when the 
lower two-thirds of the wsophagus is involved by a 
non-stenosing malignant lesion. An invariable weight 
loss is reported even though nutriment is easily avail- 
able for the open carcinomatous patient. The possi- 
bility of a non-stenosing variety of esophageal car- 
cinoma has been generally overlooked. The medical 
profession has been taught to expect obstructive dys- 
phagia as an ultimate part of the picture of esophageal 
carcinoma. Sometimes substernal pain alone constitutes 
the outstanding subjective symptom. 


Some Sequele of Cholecystectomy.—Drs. J. 
F. WEIR and A. M. SNELL, Rochester, Minn. 


Cholecystectomy for well defined disease of the gall- 
bladder in the hands of competent surgeons as a rule 
gives satisfactory results. It is also true that certain 
patients have not obtained complete relief, and the lay- 
man is well aware of this. In some cases this is due 
to poor selection of cases or erroneous diagnosis; in 
others there has been incomplete surgery or a surgical 
accident. In still others the difficulty is the result of 
the residues of cholecystic disease. The criteria of an 
adequate clinical diagnosis were first considered. The 
sequele were dealt with under the following groups: 
persistent dyspepsia, colics that accompany distention of 
the common duct after cholecystectomy, cholangeitis, 
common duct stone, stricture, and those of an unex- 
plained and persistent nature. 





Men void of accomplishments cannot behold those 
who possess some without barking like the curs of the 
bazaar on seeing a hunting-dog, but dare not come for- 
ward; that is to say, when a base fellow is unable to vie 
with an accomplished man he sets about slandering him 
according to his own wickedness. The envious mean 
fellow will certainly slander, whose tongue of speech is 
dumb when face to face-—Mazim LI of the Sheik Sa’di 
of Shiraz. 





Hospital Service Department Hotes 


The Biennial Meeting of the Canadian 
Hospital Council 


Many subjects of hospital and medical interest 
were on the agenda for the biennial meeting of 
the Canadian Hospital Council held in Ottawa 
in October. This young organization has already 
done a great deal to bring the hospital associa- 
tions in Canada in closer contact with each other 
and with the various governments. At this last 
three-day meeting representatives were present 
from all of the twelve hospital associations in 
Canada, the federal and six provincial govern- 
ments, and the Canadian Medical Association. 

The subjects debated (no formal papers were 
requested) included unemployment insurance, 
health insuranee, group hospitalization, com- 
pensation board arrangements, staff organization, 
the control of professional work in hospitals, 
community relationships, radiologists and hos- 
pitals, leadership in small hospitals, the private 
hospital and many other subjects of hospital 
interest. The provision of diagnostic services in 
smaller hospitals was given serious thought, as 
was also the allied need of better standards of 
qualification for various types of technical 
assistants. The recent Quebec legislation pro- 
viding compensation for traffic accidents and the 
non-legislative agreements in British Columbia, 
Manitoba and Ontario were reviewed. Con- 
siderable discussion took place concerning the 
British preferential tariff and the resultant duty 
on non-British hospital equipment, particularly 
x-ray apparatus. Very little British equipment, 
with the exception of films and surgical instru- 
ments, has been sold, largely because of the lack 
of supply and maintenance services and of 
adequate advertising on the part of British 
houses, and also because of the reluctance of 
Canadian institutions to buy, say, radiological 
equipment, when they cannot be assured of 
prompt and expert repair service. 

When unemployment insurance was under 
discussion, it was decided that, in view of the 
negligible amount of seasonal unemployment 
among hospital employees, the non-profit nature 
of public hospital direction, and the fact that the 
hospital assessments would mean, of necessity, 
either increased charges or reduced service, the 
Canadian Hospitals Council would petition the 
federal Commissioners that public hospitals be 
exempt from the provisions of the unemployment 
insurance plan. The federal arrangements for 
the care of sick mariners were discussed, and a 
special committee will report on the whole ques- 


All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. Harvey Agnew, 
184 College Street, Toronto. 
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tion of contracts by public hospitals with govern- 
ments, municipalities, industries and others. A 
special committee has been authorized also to 
formulate the general basis of relationship to be 
desired between public hospitals and provincial 
or other plans of health insurance. 

Much of the discussion was based upon the 
reports of various study committees. These re- 
‘ports are available in booklet form and may be 
obtained from the Seeretary’s office, Of most 
interest to the medical profession are the reports 
on Medical Relations, Legislation, Small Hos- 
pitals, Nursing, Research (Tuberculosis in 
Nurses) and Construction (Convalescent Hos- 
pitals). 

Mr. W. R. Chenoweth, Superintendent of 
the Royal Victoria Hospital, Montreal, was 
elected President, succeeding Dr. Fred. W. 
Routley, of Toronto, whose admirable conduct of 
the sessions contributed greatly to their success. 
Other officers elected were Rev. Georges Ver- 
reault, O.M.I., Ottawa, first Vice-President; Dr. 
Geo. F. Stephens, Winnipeg, second Vice- 
President; Dr. Harvey Agnew, Toronto, Secre- 
tary-Treasurer; and Dr. A. F. Anderson, 

Edmonton, and Rev. H. G. Wright, Inverness, 
N.S., to complete the Executive Committee. 





Provincial Association Totes 


The Saskatchewan Medical Association 


The annual meeting of the Saskatchewan 
Medical Association was held in Moose Jaw, on 
September 24th, 25th, and 26th. The following 
officers were elected: President, Dr. D. P. Miller, 
Prinee Albert; Honorary President, Dr. H. H. 
Christie, Esterhazy; First Vice-president, Dr. 
D. M. Baltzan, Saskatoon ; Second Vice-president, 
Dr. E. B. Alport, Regina. Representatives to 
Council of the College of Physicians and Sur- 
geons: Drs. J. E. Bloomer, Moose Jaw; G. R. 
Peterson, Saskatoon; O, M. Irwin, Swift Cur- 
rent; E. B. Alport, Regina; T. M. Leask, Moose 
Jaw; W. A. Dakin, Regina. 

The following program was given: ‘‘Subacute 
bacterial endocarditis’ —Dr. Louis Schulman, 
Saskatoon. ‘‘Can these things be?’’—Dr. V. E. 
Black, Moose Jaw, ‘‘Hypochromiec anemia in 
adults’’—Dr. J. C. Meakins, Montreal. - ‘‘ Elbow 
joint troubles’’—Dr. Alexander Gibson, Win- 
nipeg. ‘‘The surgical problem of peptic ulcer’’ 
—Dr. E. B. Alport, Regina. ‘‘Cancer of the 


uterus’’—Dr. G. R. Peterson, Saskatoon. ‘‘Brain 
abseess’’—Dr. W. V. Cone, Montreal. ‘‘ Progress 
in tuberculosis control in Canada’’—Dr. G. J. 
Wherritt, Ottawa. 

Dr. Gibson gave a clinic on orthopedic cases 
in which the following points of interest were 


mentioned. For a case of Perthes’ disease in 
an 8 year old boy he advised no treatment; 
these cases recover spontaneously. A boy who 
had been shot in the thigh apparently had a 
traumatic aneurysm. There was an increased 
warmth in the leg and not much edema. Dr. 
Gibson advised dissection of the aneurysm. A 
girl who had had a congenital dislocation of 
the right hip recently had infection with 
erosion of the bone in the left, Dr. Gibson in 
this case emphasized the fact that in the upper 
extremity stability is the quality most wanted 
and in the lower extremity mobility is desired. 
The patient’s weight could be reduced 10 or 
15 pounds; confidence could be increased by 
more exercise of the quadriceps and the gluteus 
maximus muscles; the heel could be raised; a 
corset could support the abdomen and come 
down the left thigh, the hip joint could be 
arthrodesed, but too much sacrifice of mobility 
would result. Two years’ hard work on the 
part of the patient would be necessary in order 
to gain confidence and ease in walking again. 

Dr. Meakins gave a elinie on medical eases. 
The first case was that of a man, aged 60, who 
complained of fatigue, soreness of the feet and 
headache. A year ago he was found to have 
high blood pressure. This year he complained 
of restlessness, insomnia, numbness, cramps 
and burning micturition. There was a loss of 
40 pounds weight in a year. On examination 
the liver was palpable, the spleen not. He had 
an icteroid tinge; hemoglobin was 45 per cent ; 
blood was present in the stools; no free hydro- 
chlorie acid found in the fasting stomach, and 
5 per cent hydrochloric after the test meal. 
The x-ray picture showed a filling defect in 
the stomach; the mass had now extended to 
the liver. The interesting point about this 
case was that the man had had no gastro- 
intestinal symptoms. 

The second ease was that of a man aged 44, 
who had a cough but no cold; the bronchial 
tree was the most sensitive spot to irritation. 
After some weeks he coughed up small, hard 
specks of sputum which now had a bad odour 
and was copious. He had fever and chills and 
clubbing of the fingers. The white blood cell 
count was 25,000. In his lung there were 
numerous small cavities. He showed the classi- 
eal picture of neoplasm of the bronchus, A 
bronchoscopic examination was done in which at 
the bifureation of the right trachea a heaped- 
up, uleerating, necrotic surface was seen. This 
had all the appearance of a carcinoma of the 
bronchus. A lipiodol injection should be done, 
and a biopsy of the mass should be taken. Any 
unexplained cough after thirty year's of age, with 
flecks of bloody sputum, should be seriously 
regarded. 

The third case was that of a man aged 44 who 
had sunstroke when he was a boy 19. He was 
sick for twelve weeks and had had occipital head- 
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ache ever since. Four years ago he complained 
of attacks of shaking and perspiration, periods 
of unreality and insomnia. He was at that 
time a grocer’s clerk and found that ingestion 
of sweets gave him relief. His blood sugar was 
taken and found to be 40 mg. On doing the 
sugar tolerance test it was found that the blood 
sugar was below 50 mg. at the end of four hours. 
At operation one-third of the pancreas was re- 
moved, The patient now showed some improve- 
ment. There was no evidence of any intracranial 
lesion. Dr. Meakins remarked that after attacks 
of encephalitis a low blood sugar is often found, 
and that the sunstroke that this man had might 
have a similar result. Three grains of ephedrine 
half an hour before the expected attack some- 
times averted it. 





The following directors of the Saskatchewan 
Medical Association have been named by the 
various District Medical Societies: Kindersley, 
Dr. G. Gordon, Rosetown; Battleford, Dr. J. E. 
Nunn; Swift Current, Dr. H. V. Morgan, 
Shaunavon; Saskatoon, Dr. G. R. Peterson; 
Regina, Dr. J. T. Waddell; Moose Jaw, Dr. V. 
E. Black; Weyburn, Dr. M. H. McDonald, 
Griffin; South Eastern Saskatchewan, Dr. A. W. 
Argue, Grenfell. Representatives from North 
Eastern Saskatchewan and Prince Albert have 
not yet been appointed. The representative to 
the Anti-Tuberculosis League is Dr. F, W. Hart, 
Indian Head. LILLIAN A. CHASE 





Medical Societies 
The Academy of Medicine, Toronto 


The Academy of Medicine, Toronto, was 
greatly honoured by a visit from Prof. John 
Beattie, M.D., D.Se., Conservator of the Museum 
and Director of Research, Royal College of 
Surgeons of England, on November 4th. Doctor 
Beattie addressed the Academy on the subject of 
‘‘The etiology of traumatic shock’’, illustrating 
his lecture by numerous lantern slides. On the 
following evening, the November Stated Meeting 
of the Academy was held. On this occasion, 
Prof. W. E. Gallie delivered a comprehensive 
address entitled ‘‘My impressions of gastric 
surgery.’’ The Fellows of the Academy, on this 
oceasion, did honour to Dr. J. M. MacCallum by 
electing him to Life Fellowship. 

A special lecture course for Fellows of the 
Academy will be held early in January. The 
tentative program will consist of papers on the 
following subjects: (1) Principles of Treatment 
of Acute Infection of Soft Tissue, Boils, Car- 
buneles, Lymphangitis, Cellulitis, ete. (2) 
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Acute and Chronie Suppurative Lesions of Bone. 
(3) Acute Infective Lesions of Joints. Sup- 
purative — Non-suppurative. (4) Traumatic 
Lesions of Joints. Strains, Sprains, Dislocations. 
(5) Common Painful Lesions of Back. 


Gorpon 8S. Fou.Lps, 
Honorary Secretary. 





Association of American Medical Colleges 


At the Annual Meeting of the Association of 
American Medical Colleges held at Toronto on 
October 28th to 30th, Dr. E. Stanley Ryerson, 
Assistant Dean and Secretary of the Faculty of 
Medicine, University of Toronto, was elected 
President-elect of the Association for 1935-36. 
The next meeting will be held in Atlanta, 
Georgia. 

The first session on October 28th was devoted 
to a series of papers on the pre-medical and 
pre-clinical subjects and their place in relation 
to one another and to medical education as a 
whole. In addition to the delegates of the 
Association many representatives from pre- 
medical colleges were present. 

The second session, on October 29th, con- 
sisted of an outline of the six-year Medical 
Course at Toronto by the Dean, and descrip- 
tions of the undergraduate instruction in the 
subjects of Medicine, Surgery, Pediatrics, 
Hygiene and Preventive Medicine,. Psychology 
and Psychiatry, given by the heads of these de- 
partments. 

This program was exceedingly well received, 
a great many complimentary remarks being 
made on it by those present. The President of 
the Association stated that it was one of the 
best local programs he had ever heard, with 
not a dull moment from start to finish. 

The third session, on October 30th, was com- 
posed of papers on the teaching of Therapeutics 
and Pharmacology and on the Internship as a 
Problem in Medical Edueation. The latter in- 
eluded an interim report on an investigation 
into internships in the New York centre. 

The Annual Dinner at the Royal York Hotel 
went off well, and the addresses by the Lieu- 
tenant-Governor, the President of the Univer- 
sity and the President of the Association were 
interesting and well received. 

The delegates were greatly impressed by 
their visits to the various buildings and hos- 
pitals where medical students receive their 
instruction. They enjoyed to the full seeing 
the Royal Ontario Museum and the reception 
and tea given by the Lieutenant-Governor and 
Mrs. Bruce at Government House. 

The attendance at the meeting was one of 
the largest, 77 out of 81 member colleges being 
represented, in addition to many others. 
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The Canadian Physiological Society 


A meeting of the newly-formed Canadian 
Physiological Society was held in the University 
of Toronto on October 19, 1935. The following 
program was discussed. 


B. P. Baskin, Department of Physiology, 
McGill University, Montreal—‘‘ ‘Trophic’ in- 
nervation of glands’’. C. H, Brest and JESSIE 
H. Ripout, School of Hygiene, University of 
Toronto—‘‘Choline and cholesterol esters’’. J. 
B. Couuip, R. L. Kutz, C. N. H. Lone, D. L. 
THomson, G. Tosy and H. Se.tyre, Department 
of Biochemistry, McGill University, Montreal— 
**Acute fatty liver following partial hepatec- 
tomy’’. KENNETH EvELyN, Department of Medi- 
eine, McGill University Clinic, Royal Victoria 
Hospital, Montreal — ‘‘Colorimetrie determina- 
tions in solutions containing more than one 
coloured substance by means of a photo-electric 
colorimeter, using selective light filters’. G. E. 
Haut, G. H. Errincer and F. G. Bantine, 
Department of Medical Research, Banting Insti- 
tute, University of Toronto—‘‘ An experimental 
production of coronary thrombosis and myo- 
cardial degeneration’’ (to be published in the 
January issue of the Journal). E. W. McHENry, 
School of Hygiene, University of Toronto—‘ An 
effect of choline upon the weight curves of young 
rats’’. FREDERICK R. MILLER, Department of 
Physiology, University of Western Ontario, 
London, Ontario—‘‘Further observations on 
stimulation: of the caudate nucleus’’. GERHARD 
Scumipt, Department of Chemistry, Queen’s 
University, Kingston, Ont.—‘‘The effect of 
nucleophosphatase upon nucleohistone’’. 


B. P. Baskin —‘‘Trophic’’ Innervation of 
Glands. 


The so-called ‘‘trophic’’ function of the para- 
Sympathetic secretory nerves of the gastric and pan- 
creatic glands ‘may urder certain experimental conditions 
be completely separated from the purely ‘‘secretory’’ 
influence of hormones. <A modification of Heidenhain’s 
theory concerning ‘‘trophic’’ and ‘‘secretory’’ nerves 
was put forward. 


C. H. Best and Jesse H. Ripoutr—Choline 
and Cholesterol Esters. 


Further invéstigations of the effect of choline on 
the fatty liver produced in white rats by feeding chol- 
esterol have revealed the fact that under certain condi- 
tions an extensive and relatively rapid action of choline 
on the cholesterol ester fraction can be demonstrated. 
This effect of choline is apparent in the following 
representative experiment. One hundred and twenty rats 
were placed on a diet containing 50 mg. cholesterol daily 
for a preparatory period of 53 days. The analysis of the 
liver lipoids of 20 rats showed a cholesterol ester of 
1.8 per cent, The remaining rats were divided into six 
groups with the same average weight. Cholesterol was 
continued, and three groups received choline in addition. 
The food intake was adjusted so that each group re- 
ceived choline in addition, The food intake was adjusted 
so that each group received the same amount. 


J. B. Couuip, R. L. Kurz, C, N. H. Lona, D. L. 
THomson, G. Topy and H. SeLtyE—Acute Fatty 
Liver Following Partial Hepatectomy. 


Selye et al.1 have shown that following partial 
hepatectomy (70 per cent of liver removed) the typical 
manifestations of fatty liver may be seen in the remnant 
as early as twenty-four hours after the operation. This 
reaction was greatly increased by a variety of pro- 
cedures such as withdrawal of drinking water, hemor- 
rhage, and intravenous injection of saline. The phe- 
nomenon was so striking that a detailed study of it was 
undertaken. The work is still in progress but a number 
of interesting facts have been established and these will 
form the subject matter of this discussion. 

1. The reaction in different species—The reaction 
has been observed in the dog and the rabbit, as well as 
the rat. 

2. The effect of food—tThis is to a certain degree 
associated with the condition of the animal. If it is in 
good condition and eats well following partial hepatec- 
tomy, the increase in the percentage of fat in the liver 
is very definitely less than in the case of fasted animals. 
The effect of the individual food principles apart from. 
glucose has not yet been established. Glucose inhibits 
the response. 

3. The effect of water Animals that are fasted and 
also deprived of water for 24 hours following hepatec- 
tomy show a greater response (higher liver fat) than 
those that have been fasted but allowed water. 

4. The relationship of the pituitary and the adrenals 
to the reaction.—Although it was at first thought that 
adrenalectomy or hypophysectomy inhibited the reaction, 
a critical study in which the percentage of fatty sub- 
stances in the liver was taken as the standard of judg- 
ment has shown that the presence of neither of these 
glands is absolutely essential for the reaction to take 
place. 

5. The effect of fasting prior to partial hepatec- 
tomy.—Rats on a purina diet and fasted 24 or 48 hours 
prior to operation manifested the same or a slightly 
greater fatty liver response at or 48 hours after 
hepatectomy as those fasted only following the operation. 
A well marked reaction may occur if the operation is 
performed after a fast of as much as 5 days. 

6. The duration of the reaction—When food and 
water, are allowed the liver remnant may have a normal 
fat content within 48 to 72 hours of the operation. If 
water only is given the liver fat value may reach its 
peak at 48 hours and be still well above normal at 120 
hours. 

7. The effect of choline.—In a limited number of 
experiments choline either fed or injected has not pre- 
vented the reaction. 

8. The effect of phloridzin—Phloridzin greatly in- 
creases the response, whereas in the intact animal this 
drug has little or no effect on liver fat. The ketogenic 
effect of phloridzin is greatly decreased in the partially 
hepatectomized animal. 

9. Response of the partially hepatectomized animal 
to anterior lobe extracts—Fasted partially hepatec- 
tomized rats which had been proved reactive to the keto- 
genic hormone before operation gave little or no 
response to the ketogenic extract. 


KENNETH EvELYN — Colorimetric Determina- 
tions in Solutions Containing More Than One 
Coloured Substance by Means of a _ Photo- 
Electric Colorimeter, Using Selective Light 
Filters. 


It is well known that solutions containing two 
coloured substances may be analyzed by making ab- 


1. Selye, H., Collip, J. B. and Thomson, D. L.: 
The Lancet, 1935, 2: 297. 
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sorption measurements with a spectrophotometer at two 
wave-lengths for which the absorption coefficients of the 
two substances are different. The present paper shows 
how it is possible to make use of the same principle 
with less elaborate apparatus, by making the absorption 
measurements with a photo-electric light-intensity meter, 
and by carrying out the measurements in fairly wide 
spectral regions isolated by selective light filters. 


E. W. McHenry—An Effect of Choline upon 
the Weight Curves of Young Rats. 


Young albino rats reared upon a diet low in choline, 
containing vitamins A, B, and D, increase in weight 
during the first two weeks, after which there is a 
gradual decrease, presumably due to exhaustion of the 
storage of several factors not present in the basal diet. 
Addition of choline to the diet does not prevent the loss 
in weight. When rats are given the basal diet and a 
source of vitamin B,, both low in choline, the loss in 
weight is prevented. Choline supplied with vitamin B, 
causes an increase in weight, definitely in excess of that 
secured with vitamin B, alone . Similar results from four 
series of rats (200 animals) indicate that choline and 
vitamin B, have a complementary effect upon the weight 
curves. In one series crystalline vitamin B, was em- 
ployed, with comparable results. A further complemen- 
tary relationship is evidenced from an examination of 
the fat contents of liver. Rats receiving the basal diet 
only do not develop fatty livers but do so when vitamin 
B, is present. The addition of choline prevents this fat 
deposition. 


The Saskatchewan Health Officials’ 
Association 


The Saskatchewan Health Officials’ Association 
held their eighth convention in Regina, Dr. T. A, 
Patrick, M.O.H. of Yorkton, presided. Three 
sectional meetings were held in the morning. Dr. 
J. G. K. Lindsay, M.O.H, of Lumsden was chair- 
man of the medical health officers’ section. The 
subjects discussed were: The problem of re- 
muneration for part time medical health work ; 
All-inclusive immunization and treatment of 
communicable diseases; Public health advertis- 
ing; Statistical returns, uses and abuses; Facili- 
ties available in provincial department of health 
and how they can be used by medical health 
officers; Relations between medical health of- 
ficers and other practitioners and nurses; The 
enforcement of public health legislation ; Mater- 
nal health as a public health problem; maternal 
welfare and the medical health officer. 

The sanitary officers and veterinary surgeons 
met under the chairmanship of Dr. F. M. Gray, 
Veterinarian and Sanitary officer, Estevan. 
They discussed meat inspection, testing of cattle, 
health inspection in. cities, health inspection in 
towns and villages. 

The public health nurses met under the chair- 
manship of Miss G. C, McDonald, chief publie 
school nurse, Regina. Papers were given by Miss 
Elizabeth Smith, Normal School, Moose Jaw, on 
**Principles of school health work’’; Mrs. E. 
McCullough, Normal School, Regina, ‘‘Methods 
and devices in health education’’; Miss Carolyn 
Curry, Victorian Order Nurse, Regina,‘‘ The pre- 
natal and post-natal ecall’’. Discussion on these 
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papers was led by Miss Ruby Simpson, Regina, 
Miss E. J. Wood, Yorkton, and Miss M. E. 
Pierce, Shaunavon. 

The luncheon address was given by Dr. J. W. 
MacNeill, of Battleford. Weather conditions 
prevented his personal presence but his address 
came in by radio and telephone through the 
courtesy of the Department of Telephones. In 
the afternoon Dr. R. O. Davison, Deputy 
Minister of Public Health, gave an address. 

The following officers were elected: Honorary 
President, R. O. Davison, M.D., Regina; Prest- 
dent, W. H. Orme, V.S., Saskatoon; Vice- 
president, J, G. K. Lindsay, M.D., Lumsden; 
Sec.-Treasurer, R. H. Murray, C.E., Regina; 
Executiwe, W. H. Appleton, Saskatoon; W. J. 
Brawley, Wynyard; T. Douglas, Weyburn; Miss 
G. C. McDonald, Reg.N., Regina; Miss M. E. 
Pierce, Reg.N., Shaunavon; C. Rose, M.D., 
Simpson. LILLIAN A, CHASE 





Special Correspondence 
The London Letter 


(From our own correspondent ) 


The season of orations and special addresses is 
nearly over, and the various medical schools are 
now settled into their winter’s work. This year 
the speakers at the ceremonies which custom 
links with the new year in the medical schools 
were well chosen, and in their turn the speakers 
chose their subjects well. The chairman of the 
university grants committee told his audience 
what he considered the basis of university train- 
ing; the Minister of Health, in a delightful address, 
which began with Bob Sawyer, talked of the 
physician as a man of the world; the President 
of the Royal Society spoke to pharmaceutical 
students on the preparation of the pharmacist; 
the chairman of the Dental Board of the United 
Kingdom told a group of dental students what 
he thought about the dentist’s mind and fingers; 
and a distinguished novelist spoke as a layman 
of the privileged profession. This mere list of 
subjects does not do justice to the speakers, but 
it will serve, like a menu, to indicate the type of 
fare provided. Among other orations delivered 
during the past few weeks mention must also be 
made of Mr. Wilfred Trotter’s masterly dis- 
cussion of certain fundamental aspects of medi- 
cine and science in the Lloyd Roberts Lecture 
before the Royal Society of Medicine, and, as an 
interesting comparison, Sir Henry Dale’s Har- 
veian Oration before the Royal College of Physi- 
cians on St. Luke’s Day. It was made more 
particularly interesting by the orator’s mention 
of the lesser known work of Harvey, De Genera- 
tione Animalium, in which there is much that is 
excellent but also some speculation of the vague 
type which the great physician especially attacked 
in his presentation of the truth about the heart. 
It was also heartening to those who find the 
present rate of progress in the biological sciences 
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bewilderingly rapid that even Sir Henry Dale has 
philosophic doubts as to whether or not physiology 
may not be called to a halt by the very complexity 
of the problems it reveals. 

The first fogs of the winter season have begun 
and with them the incidence of chest troubles is 
likely to be increased. But it has been recently 
pointed out that the ventilation of hospital wards 
carries with it other disadvantages besides those 
of a foggy atmosphere. In the first place the 
cold dry nights of early autumn may lead to 
such a low degree of humidity in the air warmed 
as it passes over radiators under windows that 
an irritant effect is produced, and this is yet 
another argument in favour of more scientific 
“air-conditioning” especially for those wards 
which lodge chest cases or new-born babies. An 
even more alarming aspect of the subject has 
been brought forward by certain experiments in 
Glasgow (and your Edinburgh correspondent 
must forgive a trespass on his ground because 
of the wide interest shown in the work) whereby 
it was shown that hzemolytic streptococci could 
easily be cultivated from the dust and air of a 
ward in which cases of burns were treated and 
in which the majority of patients became in- 
fected with this organism. Such “septic atmos- 
pheres’’, to use the term employed by The Lancet 
to discuss this work, carry with them dangerous 
risks, and it is significant that the work comes 
from the very institution where Lister waged his 
chemical campaign against sepsis. Obviously 
the application of these discoveries to problems 
of such importance as puerperal sepsis will have 
to be made, but meanwhile it is pertinent to ask 
why the careful treatment of air to be breathed 
by cinema-goers cannot be applied for the safety 
of hospital patients. Problems of humidity and 
bacterial infection of air need increased study, to 
say nothing of the ever-present need for the 
activities of such excellent societies which seek 
for abatement of the smoke menace in our 
great cities. © ; 

The first report of Sir George Newman’s 
successor as chief medical officer of the Ministry 
of Health contains the usual valuable summary 
of the nation’s health. The general sections 
show that a slight increase in the birth rate and 
a slight decrease in the death rate were accom- 
panied by yet another record for the infantile 
mortality rate, now down to the lowest figure 
ever recorded, namely, 59 per 1,000 births. The 
maternal mortality rate still keeps up, and there 
were 20,000 more cases of scarlet fever than in 
the preceding year. Both these disorders may 
well be related to the problem of septic atmos- 
pheres mentioned above. The influence of un- 
employment in the distressed areas is still said 
to be held in check as regards any widespread 
deterioration in health, but it is freely admitted 
that there is no inquiry which can accurately 
evaluate the grave indirect dangers to the health 
of mind and body which prolonged unemploy- 
ment involves. The death rates for tuberculosis 
were the lowest ever recorded and the weather 
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conditions were favourable to a low mortality 
from other diseases of the respiratory system. 
In connection with tuberculosis it must be re- 
corded that the name of Spahlinger is once more 
before the public. An experiment on the vacci- 
nation of calves in Northern Ireland with a 
vaccine prepared according to the directions of 
this worker has been recently concluded, and 
although the numbers are held by some experts 
to be too small to warrant sweeping conclusions 
the results showed that very effective protection 
could be secured in this way against massive 
infection with tuberculosis. Some application of 
this to the human race is overdue, since even the 
low figure of just over 30,000 deaths from tubercu- 
losis in one year is far too high for a disease about 
which so much is known as regards causation and 
epidemiology. ALAN MONCRIEFF. 
121 Harley St., London, W.1. 


The Edinburgh Letter 


(From our own correspondent ) 


Mr. W. Hamilton Fyfe, Principal and Vice- 
Chancellor of Queen’s University, Kingston, Ont., 
has been appointed Principal of the University 
of Aberdeen in succession to the Very Rev. Sir 
George Adam Smith. Principal Hamilton Fyfe 
is a Scotsman. He has intimate connections 
with Aberdeen, and his selection has caused 
great satisfaction in that city. He was educated 
at Fettes College, Edinburgh, and Merton 
College, Oxford. He was assistant master at 
Radley College from 1901 to 1903, and during 
the next fifteen years he was Fellow, Tutor, and 
Principal of Pastmasters at Merton College. In 
1919 he was appointed headmaster of Christ’s 
Hospital where he gained a great reputation. 
The new Principal is a classical scholar, so that 
the ancient clerical tradition in the appointment 
has been broken. 

A woman student, Miss Margaret D. Green, 
has attained the honour of being the most dis- 
tinguished graduate in medicine at Glasgow 
University for 1935. At the Graduation Ceremony 
Prof. Ralph Stockman addressed the graduands. 
He said that they had been subjected to a rigorous 
and strictly prescribed course of study. It must 
often have strained their faith to believe that 
certain items of it had any bearing on their 
future proficiency in the art of healing. Taken 
at its least, however, the course had been a 
salutary discipline in industry and self-control, 
and at its best a great training in many branches 
of science. For those who had failed to satisfy 
the examiners there was consolation in the 
thought that there were qualities and possibilities 
in them which the methods of the Universities 
had failed to discover and develop. He urged 
the graduands to keep their minds mobile and 
open to new ideas and to distinguish between 
what was ascertained fact and what was theory 
in medicine. 

Mr. R. C. Alexander has been appointed to 
the Chair of Surgery at St. Andrews University 
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in succession to the late Prof. John Anderson. 
Professor Alexander was educated at the Uni- 
versity of Edinburgh, where he had a dis- 
tinguished career as a student. He graduated 
M.A. in 1904 and M.B., Ch.B. with honours in 
1908. He became house surgeon in the Royal 
Infirmary, Edinburgh, house surgeon in the 
Royal Maternity and Simpson Memorial Hos- 
pital, and resident surgical officer to Sir Harold 
Stiles at the Chalmers Hospital, Edinburgh. 
He also acted as assistant in the Department of 
Surgery under Prof. Alexis Thomson. During 
the War Mr. Alexander was surgical specialist 
attached to No. 3 Casualty Clearing Station of 
the Third Army in France. He held the rank 
of Major in the R.A.M.C., and was twice men- 
tioned in dispatches. 

The serious and far-reaching effects of a smoke- 
laden atmosphere were discussed at a meeting of 
scientists held in Edinburgh recently.  Lieut.- 
Col. John Du P. Langrishe, of the Usher Institute 
of Public Health, referred to the meticulous care 
bestowed on the provision of pure food and water 
while little control was exercised over the quality 
of the air we breathed. He pointed out that 
statistical evidence showed that there was a close 
relationship between death rates and atmospheric 
conditions. The number of deaths from pul- 
monary and heart diseases was found to increase 
in direct proportion to an increase in the intensity 
and duration of smoke-fogs. These effects were 
most marked at the extremes of life. Dr. Birket 
Wylam, of the Department of Health for Scot- 
land, said that while rapid advance had been 
made in other directions the position of smoke 
abatement had remained much the same for the 
past fifty years. Public opinion was, however, 
becoming alive to the importance of the matter. 
It was true to say that atmospheric pollution 
from industrial smoke had been largely solved, 
and that now the main factor was the domestic 
fire-place. Mr. Alan M. Ritchie, Chief Sanitary 
Inspector, Edinburgh, stated that the British 
people had a persistent partiality for the open 
fire-place and the aim of the future must be to 
secure a sufficiency of smokeless fuel to displace 
the burning of raw coal. 

The election of a Lord Rector at the Scottish 
Universities is usually a lively affair. It provides 
the various factions of undergraduates with the 
opportunity of indulging in all sorts of escapades 
to promote the return of the candidate of their 
choice. At the present time Sir Ian Hamilton 
is the retiring Lord Rector and the candidates 
for election are the Marquess of Douglas and 
Clydesdale, Lord Allenby, Dr. Chalmers Watson 
and Mr. C. M. Grieve. One of the leading sup- 
porters of Dr. Chalmers Watson, who is a well 
known authority on nutrition and an advocate of 
reform in the medical curriculum, was kidnapped 
the other night on his way home from a dance 
organized by Dr. Watson’s supporters. A tele- 
phone message, punctuated it is said with 
chuckles, assured his people that the captive was 
safe and sound, but quite definitely ‘‘out of town’’. 





He had been conveyed to a farm in Perthshire 
where he was provided with excellent food and 
accommodation and allowed to pass the time in 
shooting and fishing. He was, however, rescued 
by other members of his party prior to the polling 
day, and in an interview stated that there was 
quite a lot to be said for the experience of being 
kidnapped! 

7 Drumsheugh Gardens, 

Edinburgh. 


R. W. Craie, 


Topics of Current $nterest © 
New Cancer-Causing Chemicals 


Another advance in the search of physicians 
to discover the cause of cancer has just been 
revealed at Cambridge, Mass., in the report of 
Prof. Avery A. Morton and Dr. Daniel B. Ciapp, 
of Massachusetts Institute of Technology, and 
Dr. Charles F. Branch, of Evans Memorial 
Hospital, Boston, that they have discovered two 
new chemicals which will produce the disease in 
mice. 

The two new cancer-causing chemicals are 
known as triphenylbenzene and _ tetraphenyl- 
methane. In their preliminary account (Science, 
Aug. 10), the Cambridge scientists state, ‘‘In a 
year’s time 12 out of 60 mice had well-developed 
tumours of a highly malignant type. In the 
case of tetraphenylmethane 25 mice were painted 
twice weekly with a 0.5 per cent solution in 
benzene. After the same period well-developed 
epitheliomata were present in eight cases. It is 
interesting to note that the percentage of positive 
results is relatively high in spite of the long time 
necessary to induce the growth.” 

The carcinogenic action of the two new hydro- 
carbon compounds is considerably slower than 
that of previously reported chemicals which have 
a similar action. And they differ markedly in 
chemical structure. 

The cancer-causing chemicals known up to now 
have, in general, consisted of numerous rings 
made up of carbon atoms. Four or five of these 
carbon rings were believed in some cases to be 
linked in a single molecule. Accompanying these 
condensed ring structures was also a characteristic 
atom arrangement which chemists call the 
phenanthrene nucleus. 

On studying such widely differing materials as 
the bile acids and the sex hormones chemists 
previously had also noted an arrangement of 
atoms similar to those found in the cancer-causing 
chemicals. Proof was not certain, but the sus- 
picion arose that perhaps in the human body 
cancer-causing substances might be created. 
What interests medical scientists in the two 
new compounds is that neither of them can be 
derived from the bile or the sex hormones. There 
is also a complete absence of the condensed ring 
systems and a lack, too, of the phenanthrene 
nucieus. 

The authors say that “In an effort to find a 
common ground on which these widely different 
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classes of carcinogenically active agents can stand 
we may make the tentative assumption that in 
the hydrocarbons so far discovered the property 
of producing cancer resides in the benzene nucleus 
as modified or affected by substituents attached 
in either the condensed or open manner. Work 
is now in progress to limit more exactly the 
nature and position of the substituents.”’ 

Describing the structure of the new-found 
cancer-producing chemicals, Drs. Morton, Clapp 
and Branch report that “In triphenylbenzene a 
single ring holds three other benzene rings 
attached in the 1, 3, 5 positions, but in tetra- 
phenylmethane no benzene ring is attached to 
another. The linkages in this last instance are 
through a central carbon atom.’”’—Science News 
Letter, August 24, 1935, p. 116. 





Boiled Cabbage 


Three hundred years ago, in his Garden of 
Health, containing the virtues and properties of 
all kinds of simples, William Langham wrote of 
boiled cabbage that it was ‘‘very good with beef”’. 
To modern people the cabbage is probably the 
least interesting of all culinary vegetables, and 
there is an idea that when boiled it has lost all 
its vitamins, or, to use an older word, its “‘good- 
ness”. An interesting short communication was 
made at the meeting of the Section of Thera- 
peutics and Pharmacology of the Royal Society 
of Medicine, which was held in the laboratories 
of the Pharmaceutical Society on May 14th, on 
the subject of vitamin A in cooked vegetables. 
Miss Katharine Coward, D.Se., said that her 
purpose had been to discover whether boiled 
cabbage had the useful properties for nutrition 
which were sometimes claimed for it. One experi- 
ment which was on record showed that after 
boiling for twenty minutes—the period for which 
cabbage is generally boiled—the resulting loss in 
vitamin C was something like 80 per cent, and 
this and other work had made it clear that vita- 
min C in foodstuffs could not resist the ordinary 
temperatures of cooking. ‘This worker’s particu- 
lar attention, however, had been drawn to vitamin 
A. She had taken a number of rats which were 
given a vitamin A free diet until they stopped 
growing. When that occurred they were divided 
into three groups, one of which was given a certain 
amount of fresh cabbage every day, another the 
same amount of boiled cabbage, while the third 
was given cod-liver oil of a well-determined 
potency, the rest of the diet in all cases remaining 
vitamin A free as before. After three weeks the 
increase in weight of the animals was determined 
and averaged for each group, the animals which 
had received cod-liver oil serving as the control. 
There was found to be no difference between the 
fresh cabbage and the boiled cabbage; in both 
cases, as expressed in international units, the 
result worked out at 9 units per gram. Again, 
with carrots the response was the same for the 
fresh and the boiled vegetable, working out at 
18 units, while in the case of runner beans, 


actually the boiled legume had a higher value 
than the fresh, though Dr. Coward thought that 
this must be due to some experimental error. 
According to the table which she produced the 
vitamin A value of cabbage and carrots, whether 
fresh or boiled, is greater than that of dairy milk 
or Jersey milk. It is much less than that of 
butter, of course, but in assessing the value of 
these foods regard must be paid to the amount 
it is possible to consume at a meal, and as much 
more boiled cabbage than butter can be eaten, 
the value of the former is proportionately en- 
hanced. The same applies with even more force 
to cod-liver oil, a highly concentrated source of 
vitamin A, but not one that can ordinarily be 
consumed as freely or as pleasantly as the homely 
vegetable-—Brit. M. J., 1935, 1: 1080. 





The Practice of Dentistry in the Drought 
Area of the West 


The following extract from the Journal of the 
Canadian Dental Association will, we are sure, be 
read with much interest. Dr. Moyer, the author 
of the paper, was a dentist who after a long life 
of dental practice, found himself in a famine area 
in Saskatchewan. He did not move on, nor did 
he stop working, and he was therefore able to 
write as he has done. It is with deep regret that 
we have to add that Dr. Moyer died a few days 
after writing his paper: 


“The Depression, the Drought, and the Hoppers 
have brought both tragedy and comedy to the dried-out 
area which spreads over the southern section of the Prairie 
Provinces. 

As a result of the crop failure for six successive years, 
a peculiar condition has arisen, causing the absolute lack 
of money even for the bare necessities of life. Every 
farmer is on relief. Automobiles have been converted 
into ‘“Bennett-Buggies’, and former well-to-do farmers 
living in grand houses are bemoaning their painful 
poverty. As a consequence, dental needs were totally 
neglected until pain conquered pride, and proud mothers 
were compelled to bring their crying children to me for 
help, since I am the only dentist within a radius of forty 
miles. These mothers, with tears in their eyes, would say: 
“We have no money. Can’t you help us? 

What did I do? I did just what you would have 
done, dear reader. I dried more tears and sent more 
swollen faces home, wrinkled with smiles, during the past 
three years than I have done during the forty preceding 
years of my dental practice, fifteen years of which were 
spent in Galt, Ontario. 

One hundred and thirty-four indigent patients called 
at my office last year. When it became known that they 
could get an aching tooth removed even without money, 
whole families came. Some came in wagons, others in 
Bennett-Buggies, some on horseback, and others on foot, 
even in the dead of winter. 

Abscessed teeth, swollen faces, pyorrhcea, edentulous 
mouths, unbearable pain, were all among the problems 
that had to be dealt with. 

In this service, however, I was not dispensing charity, 
for these patients did not wish to be pauperized. They 
were proud and honest and are still bravely looking for the 
“Tift in the clouds”. 

They ask for my “bill”, which is never questioned 
and is always strictly ethical. They say, ““‘What can we 
bring you?” and it is here that I profit from the conditions 
of adversity. For extractions they usually bring vege- 
tables or poultry. For more extensive service, as fillings, 
dentures, etc., I require about 25 per cent cash and the 
balance in “What have you?” Barter still continues, as 
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my records show—a scoop-shovel for extracting a tooth— 
a thoroughbred Angus bull for a full upper and lower 
denture for a lady in a big house; two hundred live hens 
and many dead ones; fifty turkeys, twenty ducks and geese, 
one hundred pounds of butter, eggs, fresh pork and sausage, 
sauerkraut, a cellar full of vegetables, cook-stove, heater- 
stove fifteen bags of potatoes, twelve tons of lignite coal, 
five hundred fence posts, thirty-five dollars worth of 
blacksmithing, forty dollars worth of groceries, mower, 
wagon, Essex coupé with rumble seat, a garage, five sets 
of team harness, three horse-collars, four bridles, saddle, 
thirty head of cattle, thirteen horses, six live pigs and one 
dead one, blacksmithing outfit, eight tons of hay—but let 
this suffice. 

Quite recently a rather reticent young man presented 
himself and said ‘‘Toothache”. I extracted. He put on 
his hat and said ‘‘Hen or Gobbler?” I said ‘‘Gobbler’’. 

For a country blacksmith’s widow I extracted her 
teeth and inserted a full upper and lower denture; and 
in payment received a cow, a calf, and part of a black- 
smith’s outfit. She was made so attractive that she was 
able to marry again within a year and a day of the passing 
of her first husband—bride, groom, and dentist all happy, 
and no money exchanged hands. 

Our milkman and his wife had both been toothless. 
I provided them with teeth for which they gave me two 
cows and calves. These in turn I gave to my hired man 
to square with him. The same day he traded them to 
Bud Chelson for a seed-drill and a two-furrow plow. 
In this way five persons got rid of what they did not need 
and in exchange got what they wanted. Not a dollar was 
required and all were happy. 

But while I have found these new paths of business 
thoroughly interesting, I am conscious of the fact, that 
I have to a certain extent, lost touch with my dental 
friends and dental associations which I trust may be re- 
newed when once we reach “Prosperity Corner’. In the 
meantime, we will keep our chins up, even though there 
be Russian thistle in the stubble.”—J. of Canad. Dent. 
Ass., 1935, 1: 121. 





MedsicoeLegal 


XV. 
Matheson v. Smiley* 


Manitoba—Services rendered to: patient at request of 
another—Right of recovery for services against deceased 
patient’s estate—Manitoba Medical Act (R.S.M. 1918, 
c.126, s. 63)—Reasonableness of fee charged. 


The plaintiff, a surgeon, sued the executrix of 
the estate of John J. Smiley to recover the sum 
of $150.00 for services rendered to the deceased 
immediately prior to his death. Two friends of 
the deceased had found him in an upstairs room 
of his home in Brandon in a serious condition 
from a gunshot wound, evidently self-inflicted. 
They immediately summoned Dr. A. T. Condell, 
who however felt that the case was one for a 
surgeon, and the plaintiff, a specialist, was 
brought in. The patient was removed to a hos- 
pital where, after treatment, he died, Section 
63 of the Manitoba Act reads: 


‘‘Every person registered under the provisions of 
this Act shall be entitled according to his qualification 
or qualifications to practise medicine, surgery or mid- 
wifery or any of them, as the case may be, in the 
Province of Manitoba, and to demand and recover in 


* (1932), 2 D.L.R. 787, Manitoba Court of Appeal. 
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any court of law, with full costs of suit, reasonable 
charges for professional aid, advice and visits, and the 
cost of any medicine or other medical appliances 
rendered or supplied by him to his patients.’’ 


This section, however, did not of itself give the 
plaintiff a right of recovery. There must in 
addition be an enforcible contract or some legal 
obligation upon a defendant to pay. 


No express contract existed between the plain- 
tiff and the deceased. Smiley was conscious, 
but was in such an extremely serious condition 
that. anything he said could be interpreted 
neither as a request for the plaintiff’s services 
nor as an acquiescence in those rendered. Yet 
there was a positive duty upon the plaintiff to 
do what he could in the emergency. Said Rob- 
son, J. A., who delivered the judgment, ‘‘I 
think it is not within reason that even in such 
circumstances as are revealed here a person in 
such a plight should simply be allowed to die 
without an effort being made by those in con- 
taet with him and without resort to all reason- 
able means to secure his recovery that may be 
at hand to them. And surely the person to 
pay should be the person for whose benefit the 
service is rendered.”’ 

The right of recovery in such an event is 
sometimes said in the common law to be based 
upon an implied eontract. As was pointed out 
in this ease, the term ‘‘implied contract’’ is 
unfortunate. It is diffieult to see how a person 
who is incompetent to make an express con- 
tract, as for instance, a lunatic, or a person who 
by reason of disability cannot himself make an 
express contract, could be a party to an implied 
contract. However, there. are eases in which 
the common law recognizes an obligation quasi 
ex contractu to pay for necessaries supplied. 
This is sometimes called an obligation ‘‘implied 
in law’’. If this obligation exists, it is im- 
material that the first physician called in had 
engaged the second. It is immaterial here that 
the plaintiff’s effort failed to save the patient’s 
life. ‘‘I look upon the surgeon’s service here as 
necessary for Smiley, even though the effort 
was unavailing. I therefore think a right to 
recover from defendant’s estate exists in favour 
of the plaintiff.’’ 


The only question that remained for decision 
was the reasonableness of the fee charged. It 
has been held that where a court is called upon 
to determine a physician’s fee, it must take into 
account not only the standing of the physician, 
but also the position, the earning power, and 
the responsibilities of the patient. Where a 
person other than the patient himself is being 
sued for a fee, consideration is to be given to 
the status of the patient rather than the financial 
capacity of the defendant. The court upheld 
the opinion of the trial judge that $150.00 was 
not an unreasonable fee under the circumstances, 
and the appeal was dismissed. (G.V.V.N.) 
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XVI. 
Paquin v. Grand Trunk Ry. Co.* 


Quebec—Railway accident—Medical services rendered to 
victims—Absence of contract between physician and 
company—Action against company for fees. 


Several cases have been reported in Quebec 
in which the facts were analogous to those in 
Matheson v. Smiley, just discussed. The present 
case is one of these. The plaintiff was a physi- 
cian practising medicine in the City of Quebec, 
and he sued the Railway Company for $140.00 
as the value of professional services rendered to 
the victims injured in a collision between two 
Grand Trunk trains at Craig’s Road. Upon 
the request of the Company’s agent several 
physicians visited the location of the wreck and 
brought a number of the victims to the Hotel- 
Dieu Hospital in Levis. The plaintiff, however, 
was not one of these. Hearing of the accident, 
he crossed from Quebee to Levis, and at the 
railway station met one of the physicians who 
had been caring for the victims, and who told 
him that there was more work than the attend- 
ing physicians could handle. With two other 
doctors he thereupon went to the Hospital, 
where another of the assisting physicians told 
him again of their difficulties. For the re- 
mainder of that day and the next day he assisted 
in the treatment of the sufferers, His assistance, 
however, was never requested by any authorized 
agents of the Company, and no contract there- 
fore existed between him and the Company. 

There is in the civil law a doctrine, of which 
the exact application in Quebee is somewhat 
doubtful, known as ‘‘l’enrichissement sans 
cause’’, undue enrichment at the expense of an- 
other. This doctrine gives a right of action 
against every person who has been enriched by 
the act and at the expense of another, up to the 
amount that that person had benefited at the 
moment when the action was instituted. Equity 
requires that the person so enriched should ac- 
count for the profit which he has received. The 
question then for the court to decide was 
whether this doctrine had any application to the 
facts of the present case. 

The physicians whose services had admittedly 
been requested by the Company’s agent were 
not sufficient for the work required. Immediate 
attention to the victims was necessary. In these 
cireumstanees the court held that the Company 
had benefited from the plaintiff’s services. The 
value of his services was somewhat in dispute, 
but the court awarded him $60.00. (G.V.V.N.) 


* (1896), 9 S.C. 336, Court of Revision. 
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Infection and Hemorrhagic Nephritis. Win- 
kenwerder, W. L., MeLeod, N. and Baker, M., 
Arch. Int. Med., 1935, 56: 297. 


Infection as a cause of diffuse hemorrhagic 
nephritis is well known. This view is supported 
by an analysis of the relationship between in- 
fection with S. hemolyticus and hemorrhagic 
nephritis in a series of 78 cases observed by Dr. 
W. T. Longeope and his associates over a period 
of 9 years. Of these 78 patients, 22 are well, 
21 are in the latent stage of the disease, 17 are 
in the progressive stage and 19 are dead. 

Infections, usually of the upper respiratory 
tract, caused by hemolytic streptococcus, pre- 
ceded the onset of hemorrhagic nephritis in the 
majority of eases. The eases of hemorrhagic 
nephritis which were preceded by infection 
manifested by both local and general reactions 
almost always ended in recovery or entered the 
latent phase; the cases of nephritis associated 
with chronie infection at the onset almost al- 
ways become progressive. It is suggested that 
patients with acute infection possess the capacity 
to react to S. hemolyticus, so that some form of 
resistance to the infection develops, and as a 
result recovery from nephritis follows and dis- 
appearance of the organism occurs. 

The average length of time between the be- 
ginning of infection and the onset of nephritis 
was ten and nine-tenths days. A seasonal varia- 
tion in the onset of hemorrhagic nephritis 
coincided with months during which respiratory 
infections are most frequent in Baltimore. 

Exacerbations of nephritis in most instances 
followed streptococcus infections of the upper 
respiratory tract. These exacerbations occurred 
more frequently in the latent and progressive 
stages of the disease. The attempt to eliminate 
foei of infection by operative procedures was 
not always successful in the prevention of sub- 
sequent infection or exacerbation of nephritis 
or in determining recovery from or progression 
of the disease. LEYLAND J, ADAMS 


Hereditary Hermaphroditism. O’Farrell, J. M., 
J. Am. M. Ass., 1935, 104: 1968, 


Most malformations of the congenital type are 
not regarded as hereditary in nature, owing to 
the fact that there is seldom more than one child 
in the family who is affected. O’Farrell states 
that he offers no explanation of the cases he 
reports, leaving that to those more familiar with 
chromosomes and their behaviour. But he recog- 
nizes that in this family, at least, the condition 
of hermaphroditism is inherited, not in the 
direct line of course, since such individuals are 
not infrequently sterile, but it is inherited in 
collateral lines. The record concerns the grand- 
children of a certain man and woman. This 
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couple had three sons and three daughters, all 
of them normal, all of them married and having 
families. Two of the sons and one of the 
daughters had four, three and eight normal 
children respectively. The other two daughters 
and one son were the parents of the five herma- 
phrodites in the record. One daughter, A, had 
ten children, one of them a hermaphrodite like 
the others to be reported, but dead at the time 
of the report. The second daughter, B, had 
three normal living daughters, one hermaphro- 
ditie daughter who was dead, and a second 
daughter aged 9, one of the patients of the 
report. She was decidedly feminine in type, 
except for a penis much larger than that of a boy 
before puberty. Examination revealed the con- 
dition of hypospadias, no obvious vagina. Oper- 
ation was performed for the determination of 
the sex, and normal tubes and ovaries, an under- 
developed uterus, a vagina present in the upper 
end, and no testes were found. A much inflamed 
and elongated appendix was removed, as well 
as the penis. 

The brother of A and B had five normal sons, 
three normal daughters, and two hermaphroditie 
daughters. One aged 19 was brought to the 
author, threatening to take her life unless some- 
thing could be done to rectify her anomalous 
sex status. She had a masculine appearance, 
shaved ; had had one abortive menstrual period; 
possessed a penis of adult size, which was hypo- 
spadiae, had a normal vagina, a uterus, a left 
cystic ovary and left normal tube, but had no 
right ovary or tube and revealed no testes, An 
elongated and inflamed appendix was removed, 
as was the penis. A tremendous physical as 
well as psychological improvement followed; 
the breasts developed, she no longer had to 
shave, the menstrual flow was established and 
her aspect was much more feminine. Seeing the 
improvement wrought in her sister, a second 
sister came with practically identical conditions 
for operation. This woman was aged 24, with 
masculine face, heavy beard, no breasts, adult 
size penis, hypospadiac, a normal vagina, an 
underdeveloped uterus, normal ovaries and 
tubes, no prostate or testes. An elongated and 
inflamed appendix and the penis were removed, 
and the same spectacular improvement followed 
as in the case of her sister. It is interesting to 
speculate how from the hormonie point of view 
the feminine characters developed after the re- 
moval of the penis. Mance THURLOW MACKLIN 


Mushroom Poisoning. Vander Veer, J. B. and 
Farley, D. L., Arch. Int. Med., 1935, 55: 773. 
Mushroom poisoning — mycetismus — is more 

likely to occur than a few years ago because in 

hard times people seek all available food. 

The toxin affects the gastro-intestinal tract, in- 

cluding the liver and kidneys, and the central 

nervous system also; sometimes both very seri- 
ously, sometimes one, more than the other. Con- 
sequently, there are five groups of cases classified 
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under the terms: gastro-intestinalis, choleri- 
formis, nervosus, sanguinareus and cerebralis. 
In this country we are most interested in the 
Amanita phalloides and the Amanita muscaria. 
The first is responsible for most of the fatal 
cases, having a good flavour and being very com- 
mon. It causes severe abdominal pain, nausea, 
vomiting with hemorrhages into serous mem- 
branes and fatty degeneration of the heart 
muscle, liver and kidneys, also marked changes 
in the central nervous system. 

The toxin from Amanita muscaria stimulates 
the autonomie nervous system, causing increased 
secretion, sometimes cardio-respiratory paraly- 
sis. For this poison (musecaria) atropine is the 
antidote. Symptoms come on rapidly, usually 
within three hours. In the phalloides cases the 
onset is usually delayed six to fifteen hours. 
With the progress of the condition there is blood 
in the stools, jaundice, delirium, coma and death. 
The crude test of putting silver in the utensil 
in which the mushrooms are being prepared 
and considering, its not being tarnished proof 
that there is no poison is quite useless, A report 
is given of 4 eases of poisoning by Amanita 
phalloides; two of the patients died. The onset 
of symptoms was seven or more hours after 
eating. One of them, in whom the onset was 
more delayed, took magnesium sulphate (2 
ounces). They were all very ill and on the 
fourth day one man and one woman were 
brought to hospital. The man who took the 
saline purge was never seriously ill and re- 
covered in ten days. His wife who became ill 
first and was extremely prostrated and semi- 
comatose, gradually improved and was recovered 
in six weeks. Both the patients who were 
brought to hospital died in coma, five and seven 
days, respectively, after eating the mushrooms. 
Post-mortem findings in both eases were extreme 
hepatitis (acute yellow atrophy in one ease), and 
fatty degeneration of the ganglion cells in the 
cerebral cortex, hypothalamus, cerebellum and 
brain stem. Two points emerge. Taking a 
saline purge was good treatment and subjecting 
those affected to a trip to hospital very bad 
management. P. M. MAcDONNELL 


Death from Ten Grains of Aspirin. Francis, 
N., Ghent, O. T. and Bullen, S. S., J. Allergy, 
1935, 6: 504. 


Generalized reactions following the ingestion 
of aspirin are by no means rare, manifesting 
themselves by more or less generalized urticaria, 
nausea, vomiting, asthma, or by some combina- 
tion of all these. Death resulting from aspirin 
sensitiveness is apparently relatively uncommon, 
Two other reports of cases ending in death are 
referred to. 

In the fatal case here reported the patient 
was an asthmatic. The giving of ten grains of 
acetylsalicylic acid was followed by collapse, 
exacerbation of the asthma, and death in about 
thirty hours. T. G. HEATON 
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Lumbar Vertebral Epiphysitis. 
Arch, Surg., 1935, 30: 991. 


Lumbar epiphysitis, so designated, occurs in 
adolescent youths when there is a disturbance 
in the epiphyseal rings of the vertebral bodies, 
due to inadequacy and rapid growth. The pa- 
tient, a boy or a girl in the early ‘‘teens’’, 
usually without apparent cause or after a slight 
trauma, experiences pain in the mid-dorsal area 
of the back and tires easily. There is an ab- 
normal degree of rounding of the back and 
tenderness to pressure over the dorsal portion 
of the spine. The roentgenograms show an in- 
volvement of from six to eight vertebre in the 
mid-dorsal section, with haziness and reduction 
of the intervertebral spaces. Often there is 
marked wedging of the vertebre. This condi- 
tion continues for some time but toward the end 
of puberty or within several years of the onset 
the process terminates, the pain tenderness and 
fatigue disappearing more or less completely. 
Vertebral wedging when present may set up 
a rigid posterior curvature of the spine which 
may be difficult or impossible to correct. Diffi- 
cult to explain is the fact that in many of the 
present day patients the dorsal region is mainly 
affected. 

The author reports a case of lumbar vertebral 
epiphysitis in which Pott’s disease and osteo- 
chondritis had to be considered. In the treat- 
ment he advises rigid and continuous support 
of the spine by a brace during the day, avoid- 
ance of all strenuous physical activity and com- 
petitive games and the use of a convex frame at 
night. Rest to the part is the most effective 
therapeutic agent. G. E. LEARMONTH 


The Operative Treatment of Fibrous Stricture 
of the Rectum: With the Description of a 
New Technique. Lockhart-Mummery, J. P. 
and Lloyd-Davies, O, V., Brit. J. Surg., 1935, 
23: 19. 


Simple fibrous strictures of the rectum may 
be roughly divided into two types—the ring 
strictures and the tunnel strictures. They result 
from the contraction of scar tissue in the wall 
of the rectum. This scar tissue originates from 
inflammation or trauma. Such inflammation 
may be caused from ordinary septic infections, 
gonorrheeal or syphilitic infection, or lymphangi- 
tis inguinale. It is generally agreed that syphilis 
is a very rare cause and anti-syphilitic treatment 
seldom gives results. 

The diagnosis is not necessarily easy. It is 
important to distinguish the type of. stricture. 
A general anesthetic or a low spinal is often 
essential. The stricture should be gently dilated 
so that a small bore sigmoidoscope can be passed 
and the bowel above the stricture investigated. 
Great care is needed not to split the rectal wall 
and cause perirectal inflammation. Local sepsis 


Kleinberg, S., 


OBSTETRICS AND GYN-ECOLOGY 


697 


should be treated and often preliminary tem- 
porary colostomy is judicious. 

The treatment of ring or diaphragmatic stric- 
ture depends upon its location. If below the 
peritoneal reflection (lower portion of rectum) 
it can be treated by proctotomy and dilatation. 
The results are good. If above the peritoneal 
reflection, dilatation is dangerous and it is best 
treated by resection or colostomy or by a method 
to be described. 

Tunnel strictures cannot satisfactorily be dealt 
with by dilatation. Permanent colostomy with 
resection of the strictured portion, and the 
method to be described are suggested alterna- 
tives. Colostomy has obvious disadvantages; 
resection may be difficult, due to the abundance 
of sear tissue and the gross sepsis present. 

A new technique is described in connection 
with the case of a woman aged 32, who, follow- 
ing a confinement thirteen years previously, 
developed a severe infection in the rectum, 
with resulting stricture. Various attempts had 
been made to dilate without success, and six 
years ago she had a colostomy done in the 
pelvic colon. An effort was made to heal 
ulceration and clean up sepsis by the local ap- 
plication of mild antisepties before the following 
operation was attempted. The patient in the 
Sims position, under low spinal anesthesia, had 
an incision made mid-line posteriorly from the 
lower part of the sacrum to behind the anal 
orifice. The ecoceyx was removed, the post-rectal 
fascia divided, and the rectum mobilized by 
stripping it from the pelvic wall on each side. 
The rectum was drawn down into the wound, 
and the stricture was divided longitudinally into 
the rectum from the healthy tissue above to the 
healthy tissue below. This was sutured trans- 
versely; a large rubber tube was introduced 
through the anus, well above the suture line, 
and a small drain placed in the lower part of 
the wound for twenty-four hours, The rectal 
tube was left in four days. 

The patient did very well, with normal fune- 
tioning rectum and perfect control. At a later 
date the colostomy opening was closed. 

S. A. McFETRIDGE 


Obstetrics and Gynecology 


Treatment of the Persistent Occipito-posterior 
Position by 180 Degree Manual Rotation of 
the Occiput. Rosenfeld, S. S., Am. J. Obst. 
& Gyn., 1935, 30: 364. 


The maneuvre of 180 degree manual rotation 
of the occiput for persistent occipito-posterior 
positions, introduced by Pomeroy, is favoured 
by Rosenfeld. By rotation through a half circle 
the posterior position is over-corrected, 1.e., from 
RO.P, to L.0.A. and from L.O.P. to R.O.A. 
This rotation can be performed as soon as the 
cervix is sufficiently dilated to admit the whole 
hand. In R.O.P. and R.O.T. the operator faces 
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the patient’s right thigh, bends both knees as 
much as is necessary, and acutely bends his 
body at the waist sharply to the left. He then 
inserts his whole right hand into the vagina and 
pronates the forearm so that the thumb is below 
and posterior and the fingers above and anterior 
to the fetal head. The operator then slowly 
assumes the erect posture, and as he does so he 
supinates his forearm, thus forcing the occiput 
to rotate 180 degrees in the case of occiput 
posterior, and in either case converting the posi- 
tion into L.O.A. <A nurse or assistant then 
exerts pressure on the fundus, the forceps is 
applied, and delivery is made. 

Rosenfeld considers the 180 degree manual 
rotation of the occiput one of the most efficient, 
if not the most efficient, method of treating per- 
sistent occipito-posterior or transverse positions. 


Ross MITCHELL 


Cancer of the Female Urethra. Auer, E. S., 
Am. J. Obst. & Gyn., 1935, 30: 138. 


The average age of the 22 patients reported 
was fifty-four. Urethral caruncle had preceded 
the cancer in several of the cases, and this was 
the only conerete condition that could be taken 
as a predisposing factor. The point of origin 
for cancer of the female urethra is probably on 
the posterior wall at or near the external urinary 
meatus. The chief complaint was pain and 
burning on urination; next came frequency of 
urination. Bleeding, swelling and local growth 
were noticed later. In this series there was a 
great predominance of squamous-cell carcinoma ; 
one primary melanoma, and there were three 
adenocarcinomas. 

Treatment consisted of local excision or local 
radiation with small well-screened doses of 
radium. Radium is best used in the form of 
emanations in either gold or platinum seeds. The 
dosage used was from 400 mg. hours to 4,100 
mg. hours, the amount depending entirely on 
the size of the local.lesion. In certain instances 
radical surgical removal of the regional lym- 
phaties both above and below the inguinal liga- 
ment (Basset operation) was done in combina- 
tion with the local treatment. Only early and 
moderately advanced cases were primarily con- 
sidered as being suitable for radical surgery in 
addition to local treatment of the urethral 
cancer. 

Except in very far-advaneed cases that are 
hopeless when seen, the prognosis is good. The 
routine use of the Basset operation is strongly 
urged in combination with local radiation. The 
very far-advanced case should receive only pal- 
liative treatment and as much relief from 
terminal pain as is possible. 


Ross MITCHELL 
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Pediatrics 


Prophylactic Use of Parents’ Whole Blood in 
Anterior Poliomyelitis. Stokes, J., Jr., Wol- 
man, I. J., Carpenter, H. C. and Margolis, J., 
Am. J. Dis, Child., 1935, 50: 581. 

This paper is based on a study of 2,179 well 
children in Philadelphia during the epidemic of 
anterior poliomyelitis in that city in 1932, and 
was prompted by a desire to establish a prophy- 
lactic measure which is so much needed. Parents’ 
whole blood and the serum of convalescents were 
employed in this,work. The authors attempted 
to correlate the potency of the blood of the 
donors with the type of disease which developed 
in some few of the injected children and to 
compare the potency of the donors’ blood with 
that of the blood of convalescent children. This 
design was important in that the respective 
merits in the matter of prophylaxis of pooled 
adult normal serum and of the serum of persons 
convalescent from anterior poliomyelitis were 
still sub judice. 

Eleven children of the series developed polio- 


-myelitis after injection, 2 with the serum of 


convalescents and 9 with whole blood from a 
single adult donor. The course of the disease 
was mild. Only one child developed residual 
paralysis. In this ease the blood of the donor 
was shown to be deficient in neutralizing power. 
Statistics from the Philadelphia Department of 
Health estimate the percentage of residual 
paralysis plus deaths at about 47. In the 
authors’ group, although they admit that such 
a small number does not lend itself to statistical 
comparison, the results compare most favourably 
—no deaths and only one ease of paralysis. 

It is interesting that the authors tested the 
potency of the serum of several physicians and 
a nurse who had been brought into intimate 
contact with the disease, They gained the im- 
pression that the potency of the serum of the 
donors employed was equal to, if not greater 
than, that of the serum of the physicians and 
nurses tested. 

On the basis of neutralization tests which 
they employed the authors concluded that 
parents’ whole blood was at least as good and 
possibly better than the pooled serum of con- 
valescents. 

The authors recommend a further trial of 
parents’ whole blood as a prophylactic against 
anterior poliomyelitis, and suggest, further, in 
view of the development of lyophile human sera, 
which apparently retain their antibody titre, 
that such sera of high neutralizing value against 
the virus of anterior poliomyelitis should be 
made available in times of epidemic. 

JOHN NICHOLLS 


Investigations into the Pathogenesis of Scor- 
butic Dystrophy. Rohmer, P. and Bezssonoff, 
N., Arch. of Dis. in Childhood, 1935, 10: 319. 
Apart from manifest seurvy with its classical 
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manifestations there exists a variety of the dis- 
ease in which the true nature of the unchar- 
acteristic general disturbance is shown by the 
appearance of a specific tendency to hemorrhage, 
with petechie, hematuria, occult blood in the 
stools, tenderness over the bones and a positive 
tourniquet test. According to A. F. Hess there 
are also puffiness of the eyelids, a slightly en- 
larged heart, rapid respiration, and a rapid and 
variable pulse. An antiscorbutie diet causes the 
rapid disappearance of these signs. 

There is also a pre-scorbutic dystrophy in 
which the hemorrhagic tendency is absent. It 
is a state of chronic wasting, characterized by 
pallor, anorexia, a change in disposition, and a 
slowing up of the rate of growth, Sometimes 
there are chronic disturbances of digestion, 
anemia, and persistent elevation of temperature 
(probably due to infection). This dystrophic 
state can precede the appearance of manifest 
scurvy. 

The authors discuss the metabolism in children 
relating to vitamin C, and deseribe a colori- 
metric test for the quantitative estimation of 
vitamin C in the urine. They earried out ob- 
servations on 246 children. They conclude that 
by the aid of the reaction with monomolybdo- 
phosphotungstie acid it is possible to detect 
states of deficiency of vitamin C at a stage when 
they do not show themselves by any other char- 
acteristic sign. Further, the test is of value as 
indicating the moment when the administration 
of vitamin C should be begun, the period during 
which this substance may be increased, and the 
time when its use should be discontinued. There 
is thus a simple method whereby the occurrence 
of scorbutie dystrophy can be prevented. 

JOHN NICHOLLS 


Ophthalmology 


The Treatment of Purulent Ulcers by Galvano- 
puncture of the Cornea. Dascalopoulos, N., 
Ann, d’Ocul., 1935, 172: 467. 


That marked improvement may follow a 
spontaneous perforation of a purulent ulcer of 
the cornea has been well known. All authors 
agree that this beneficial action is due primarily 
to the relief of tension. Spontaneous perfora- 
tion, however, is often accompanied by such 
serious complications as prolapse of the iris, 
adherent leucoma, and secondary glaucoma, 
which may very seriously damage the function of 
the eye. To prevent these complications, those 
occupied with this question attempt to bring 
about a perforation of the cornea at a time 
giving the greatest therapeutic relief with the 
least possible complications, The author has 
used galvano-puncture of the cornea in nine 
eases of purulent uleer and in one ease of 
abscess of the cornea with very good results. 
The galvano-puncture is favoured because it 
constitutes a simple surgical procedure which 
does not require any special preparation, in con- 





trast to a keratotomy, which constitutes a real 
operation. 

The author believes from his experience that 
the best method of obtaining hypotony of the 
eye in cases of purulent ulcer is by the use of the 
galvano-puncture. <A fine point is used and 
the punctures always placed at the periphery 
of the cornea. The treatment of diseased 
lachrymal sac must never be neglected, but 
should follow the galvano-puncture treatment. 

S. HANFORD McKEE 


Optic Atrophy and Malaria Therapy. Wes- 

kamp, C., Ann. d’Ocul., 1935, 172: 449. 

The optic nerves may react to syphilitic in- 
fection in two different ways: inflammatory, 
with characteristic histological syphilitic lesions, 
and atrophic, with diffuse sclerotic lesions with 
specifie characters. 

The two conditions give us two characteristic 
syndromes which are absolutely different one 
from the other, from an ophthalmoscopic point 
of view, in their evolution, treatment and prog- 
nosis, In the inflammatory form, the parasite 
or its toxin works in situ, determining the nerve 
reaction, which is manifested by a neuralgia 
from a gumma of the optic nerve. Antisyphilitic 
treatment is generally efficacious and the prog- 
nosis depends upon the thoroughness of treat- 
ment. In the atrophie form, the optie papille 
are white, much diminished, and the arteries are 
small, without presenting any inflammatory evi- 
dence. Antisyphilitice treatment is not efficacious, 
no matter what form is employed. 

Having observed the improvement in eases 
of general paralysis by malaria therapy, an at- 
tempt was made to put this in practice in simple 
atrophies of the optic nerve. Particulars of 16 
eases are given. The treatment was successful 
in atrophies of different degrees, and the results 
obtained have been maintained for more than 
three years. In the first case improvement has 
been maintained for seven years. The fever 
treatment was followed by arsenic, bismuth and 
mereury. S. HANFoRD McKEE 


Neurology and Psychiatry 


Juvenile Dementia Paralytica. Wile, U. J. and 
Hand, E. A., J. Am. M, Ass., 1935, 105: 8. 


The writers briefly discuss their findings in 
31 cases of juvenile dementia paralytica. Closely 
paralleling the adult type in most respects there 
are yet sufficient differences to be worthy of 
note. 

(1) In the adult 7 cases are seen in the male 
to 1 in the female: in the juvenile type 3 to 1. 
This would suggest that sex, though operative, 
is of much less significance than pregnancy as 
a protective factor. (2) The age of onset is 
most common between 6 to 9, rare before 5 or 
after 20. (3) The occurrence of syphilis in 
parent and siblings was but incompletely 
studied. However the incidence was apparently 
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not high. (4) The clinical picture was domi- 
nated by the signs of mental deterioration. 
Convulsions were uncommon, Objective signs 
were found in approximately 5 per cent of this 
series, the most common being chorioiditis. (5) 
Serological studies showed strongly positive 
findings in all cases. It is interesting that the 
colloidal gold curve was of the tabetic type in 4 
cases. In the adult a paretic curve is almost 
invariable. (6) The results of treatment were 
uniformly poor, regardless of the type of treat- 
ment employed. 

The authors conclude that malarial therapy 
adds very little to the prognosis of juvenile 
paresis and should only be employed in care- 
fully selected cases. G. Parerson-SMyTH 


The Sense of Smell. Elsberg, C. A., Levy, I. 
and Brewer, E. D., Bull. Neurol. Inst., N.Y., 
1935, 4: 1. 


The importance of accurately testing the 
sense of smell in the investigation of intracranial 
lesions has long been recognized but no practical 
method for accurate testing has hitherto been 
reported. In this new procedure the odour is 
carried to the olfactory membrane by direct 
injection into one or both nasal passages during 
a period in which the subject holds his breath. 
The apparatus consists of closed test bottles 
containing the odorous substance which are con- 
nected by rubber tubing to glass syringes and 
nosepieces. The force of injection takes the place 
of the nasal inspiratory movement. The volume 
of the injected air plus odour can be measured. 
Twenty-one odorous substances which would 
not stimulate the trigeminal nerve endings were 
tested and the minimum identifiable odour or 
olfactory coefficient determined. The efficiency 
of the olfactory receptors was found to be almost 
the same in all normal individuals. The odours 
were classified according to the numerical value 
of their olfactory coefficients. These olfactory 
coefficients were found to vary directly as the 
boiling points of the odorous substances. In 
three women who happened to be tested twenty- 
four to forty-eight: hours before the onset of 
menstruation there was temporary olfactory 
hyperacuity. For a number of weeks following 
an ordinary head cold olfactory acuity for all 
odours may be greatly diminished, and in some 
instances several months elapse before the 
olfactory coefficient returns to normal. The 
normal olfactory receptors were found to be 
very sensitive to slight influences. 


FRANK TURNBULL 


Persistent Abnormalities (Wassermann-Fast- 
ness) of the Spinal Fluid in Treated Neuro- 
syphilis. Goodman, M. J. and Moore, J. E., 
Arch. Int, Med., 1935, 55: 826. 

A clinical study was made of cases of neuro- 
syphilis treated over long periods of time, to 
determine the probability of progression or 
relapse of the disease. Of the 212 cases selected, 


95 showed a persistently positive Wassermann 
reaction of the spinal fluid after treatment. Of 
these 95, twenty-one, or 22 per cent, showed some 
evidence of clinical progression. Of the 117 in 
whom the Wassermann reaction of the spinal 
fluid was reversed to negative only 8 (7 per 
cent) subsequently showed evidence of clinical 
advance of neuro-syphilis. 

The duration of treatment and the type of 
neuro-syphilis were found to be important 
factors. In the group who received treatment 
for two or more years, the incidence of relapse 
was lower than in a group treated from six 
months to two years. Also, progression or 
relapse was more common in patients with paren- 
echymatous neuro-syphilis (tabes and dementia 
paralytica) than in those with non-parenchy- 
matous types of neuraxis involvement. 

While there is a definite relationship between 
the clinical outcome and the reaction of the 
spinal fluid in neuro-syphilis, the authors point 
out that a persistently positive reaction does not 
indicate the inevitability of subsequent progres- 
sion or relapse. They believe the rate and 
completeness of reversal of spinal fluid reac- 
tion should not be used as the sole guide to the 
optimum duration. of treatment in eases of 
neuro-syphilis. LEYLAND J. ADAMS 


Therapeutics 


A Study of the Value of Insulin in Undernu- 


trition. Freyberg, R. H., Am. J, M. Sc., 1935, 
190: 28. 


This investigation was divided into two parts. 
In the first instance a group of patients were 
given an ordinary diet during a control period, 
and then the same diet with maximum doses of 
insulin subeutaneously. The patients were un- 
aware of the nature of the drug or its purpose. 
In the second instance an attempt was made to 
fatten the subjects and to measure separately 
the effect of (1) a high ealorie diet; (2) sug- 
gestion accompanying injections, and (3) in- 
sulin. All periods of study were preceded by a 
control interval of time. The net result of this 
investigation was that undernourished patients 
failed to show any response to insulin unless to 
the injections was added the effect of a high 
calorie diet and suggestion. Improvement re- 
sulted in many patients from the suggestion 
accompanying injections, as in this group saline 
alone was given. The investigation failed to 
support the prevalent opinions that insulin is a 
valuable aid in the treatment of undernutrition. 

E. 8. MILLs 
Blood—A Review of the Recent Literature. 


Sturgis, C. C., et al., Arch. Int. Med., 1935, 
55: 101. 


Subsection—Influence of Iron in Treatment 
of Anemia. The popularity of iron has been 
subject to many ups and downs and there has 
been great divergence of opinion about the 
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mechanism of its effect. Physicians lost their 
faith in its efficacy partly because it failed in 
pernicious anemia and leukemia and partly 
because it was given in doses far too small for 
effect. The réle of gastric acidity in the absorp- 
tion of reduced iron becoming more or less clear 
a more definite knowledge of the values of vari- 
ous preparations became possible. Investigation 
has seemed to show more and more that prepara- 
tions which are ‘‘ferrous’’, or become so in the 
stomach, are the most useful ones and that the 
best manner of administration is by mouth. 
Ferrous chloride is given first place by Starken- 
stein, with whom the bulk of medical opinion 
seems to agree. Reduced iron is also effective 
but requires a much larger dose. The three 
functions of iron as a medicine are: (1) a 
catalyst for tissue respiration, being present as 
a eytochrome; (2) a building stone for, hemo- 
globin; (3) a stimulant to the blood-forming 
organs. 

Endocrine disorders or lack of vitamins may 
at any time prevent the iron from having effect. 
Other preparations still have a place, but a 
lesser one. 


The Effect of Anterior-Pituitary-Like Principle 
from the Urine of Pregnancy on Undescended 
Testes in Man. Webster, B., J. Am. M. Ass., 
1935, 104: 2157. 


During the last two years several accounts of 
the treatment of eryptorchidism in man by ex- 
tracts from pregnancy urine have appeared in 
the literature. But in spite of the number of 
apparently clearly-defined cases in which descent 
of a retained testis occurred after this form of 
treatment much skepticism continues to be ex- 
pressed by physicians. on the matter. Webster, 
therefore, was led to record an additional series 
of cases in the hope of establishing further the 
rationale of the procedure and providing further 
data as to dosage. 

Since July, 1933, all the available cases of 
eryptorchidism, eleven in number, were treated 
by the injection of extracts from pregnancy 
urine. The cases were unselected. The extract 
used was the commercially available ‘‘Follu- 
tein’’, supplied by E. R. Squibb & Sons. The 
initial dose was 25 rat units, increased by 25 
rat units daily until a 250 rat unit dose was 
reached. This last amount was then given daily 
for two weeks. 

In the eleven cases of eryptorchidism treated 
in this way, the testes descended into the 
scrotum in ten instances during treatment. The 
one case in which failure occurred was that of 
a man who had had a previous exploration of 
the inguinal canal in an effort to locate the 
testis, Three of the eases were of bilateral un- 
descended testes. In all three both testes de- 
scended into the scrotum. The testes tended to 
increase in size after their descent. All increased 
in degree of firmness. 

The dosage of the pregnancy urine extract 


P. M. MAcDONNELL 


was greater in Webster’s cases than in most of 
the others previously reported. Beyond slight 
erythema at the site of injection no reactions 
were met with. Descent usually occurred dur- 
ing the third week of treatment. It would 
appear that the period of time over which the 
hormone is administered, as well as the total 
number of units administered, is a factor. No 
conclusions could be reached in Webster’s cases 
in regard to the mechanism responsible for the 
descent of the testes. No increase in the excre- 
tion of ‘‘male hormone’’ was noted after the 
deseent. JoHN NICHOLLS 


Pathology and Experimental 
Medicine 
Streptococcal Agglutinins and Antistreptolysins 
in Rheumatoid (Atrophic) Arthritis. Blair, 
J. E. and Hallman, F., J. Clin. Invest., 1935, 
14: 505. 


The numerous attempts to isolate bacteria of 
possible etiological significance from the blood, 
synovial fluid, or tissues of patients the subjects 
of rheumatoid (atrophic) arthritis have yielded 
inconsistent results. Yet, the demonstration by 
Nicholls and Stainsby of the presence of ag- 
glutinins for hemolytic streptococci in high 
titre in the blood serum of a majority of pa- 
tients with rheumatoid arthritis suggests a 
possible relationship between hemolytic strep- 
tocoeci and and this disease. Todd, also, has 
shown that following infection by hemolytic 
streptococci the blood serum contains strepto- 
coceal antihemolysin (antistreptolysin) in high 
titre. It appeared to the present authors that 
an investigation of the antistreptolysin content 
of the sera from patients with rheumatoid 
arthritis would be of interest. Agglutination 
and antistreptolysin tests were accordingly 
carried out and the details of the authors’ 
technique are given. 

Antistreptolysin was present in titres above 
the normal range in the sera of patients with 
proved infection with hemolytic streptococci 
and with acute rheumatic fever. There was a 
tendency for the antistreptolysin titre to return 
to normal some time after convalescence. 

Agglutinins for hemolytic streptococci in high 
titre were demonstrated in the sera of 85 per 
cent of patients with rheumatoid arthritis. This 
did not obtain in the case of other chronic 
arthritides. Antistreptolysin in titres definitely 
above normal was found in about one-third of 
the sera of patients with rheumatoid arthritis. 
With one exception, these high titres accom- 
panied high agglutination titres. 

The authors conclude that the presence of ag- 
glutinins for hemolytic streptococci in the sera 
of patients with rheumatoid arthritis is sugges- 
tive of an association of these organisms with 
the disease. Additional corroboration is found 
in the presence of antistreptolysin when it is 
found in titres above the normal limit. 

JOHN NICHOLLS 
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Obituaries 


Dr. Alfred Roscoe Andrews died on September 20, 
1935, at Auburn, N.S., at the age of eighty-five. Be- 
sides his wife, Myra, daughter of the late Rev. and 
Mrs. William Ryan, two brothers survive, G. W. and 
Arthur, both of Middleton. 

Dr. Andrews was born in London, England, in the 
year 1849. He came to Canada when quite young and 
spent his boyhood days at Victoria Vale, N.S. He 
spent several years teaching school, after which he 
took a medical course at the Halifax Medical College 
graduating in 1879. After taking a special course for 
the eye, ear, nose and throat, he practised for a number 
of years in Middleton. From Middleton he moved to 
Malden, Mass., where he spent thirty years in a large 
and successful practice. Two years ago he came back 
to Nova Scotia, and with his wife resided at the home 
of the late Rev. William Ryan. 

Dr. Andrews was a man of exemplary character, 
with high ideals, beloved and highly esteemed by all 
those with whom he came in contact. 





Dr. Claude C. Guy, of Grand Falls, N.B., died 
suddenly in St. Leonard’s on October 14, 1935. Dr. 
Guy was born at Fort Kent, Me., was 52 years of age, 
a graduate of the University of Montreal (1908). He 
is survived by his widow, three sons and six daughters. 





Dr. Albert Wellington Keane, of Essex, Ont., died 
on April 18, 1935. He was born in 1872 and was a 
graduate of the University of Toronto (1905). 





Dr. Jules Lafleur, of Montreal, died on October 
23rd, 1935. He was born in Montreal 56 years ago. 
He took his B.A. degree at Ottawa University and his 
M.D., at Laval, now University of Montreal, in 
Montreal. He served overseas for four years with the 
rank of major in the medical corps. 

For the past three years Dr. Lafleur had been 
attached ‘to the Montreal Board of Health. Previously 
he had practised for thirty years in St. Johns, where 
he was well known. 

He is survived by his wife, the former Berte 
Bouchard, and four sons, Dr. André, Guy, Mareel, and 
Benoit, all of Montreal. 





Dr. Israel Lemieux, a native of St. Urban, Chateau- 
guay County, P.Q., who has been a resident of Red 
Lake Falls, Minn., for over 50 years, and a practising 
physician there from 1880 until 1933, died at the home 
of a daughter, Mrs. Omer Hall, Grand Forks, N.D., on 
October 22, 1935, aged 83 years. 

Dr. Lemieux had been mayor of Red Lake Falls 
several terms; he had been secretary of the school 
board for 24 years and a member of the board. He 
was county physician and city health officer, a member 
of the Catholic Order of Foresters and the Good 
Neighbours Club, and was also Great Northern rail- 
way physician. 

He graduated from Bishop’s College, Montreal, in 
1874, and after practising in eastern Canada for six 
years, moved to Red Lake Falls, where he was highly 
esteemed. Two daughters and four sons survive, all 


living in United States except the son in Winnipeg, - 


Napoleon Lemieux, who was with his father at the 
time of his death. 





Dr. Granville Gordon Little, of Walkerville, Ont., 
died on October 25, 1935, after an illness of two 
months. 

Born in Hamilton in 1883, Dr. Little came to 
Windsor with his parents as a boy. His father, the 





late John Morrison Little, was formerly secretary of 
the Sandwich, Windsor and Amherstburg Railway. 

Dr. Little graduated from the old Windsor Col- 
legiate Institute and attended also the University of 
Toronto, where he graduated in 1905. Following post- 
graduate work at Lakeside Hospital, Cleveland, and 
the Lying-In Hospital in New York City, he went to 
British Columbia for a short time. 

Beginning his practice in Walkerville in 1908, he 
was, for a period of years, Medical Officer of Health 
for the Town of Walkerville, now part of the City of 
Windsor. 

Dr. Little was a member of the Metropolitan 
General Hospital staff and was an honorary member of 
the Essex Scottish Regiment mess. 

Surviving are his widow, Dorothy, a daughter of 
the late Dr. C. W. Hoare; and three children, Gordon, 
Betty, and Walter, at home; one sister, Miss Audrey 


Little, of Toronto; and one brother, Harcourt Little, 
of Windsor. 





Dr. Duncan Aeneas MacGregor, of Barry’s Bay, 
Ont., died on October 15, 1935. He is survived by his 
widow, formerly Florence McKay. 





Dr. Charles Mackay, of Seaforth, Ont., died on 
October 16, 1935. He was born in 1862, and was a 
graduate of the Medical Faculty of Trinity University, 
Toronto (1891). 





Dr. James Taylor Grant Minnes, of Niagara Falls, 
Ont., died on October 16, 1935, after an operation. 
Born at Kingston thirty-three years ago, Dr. Minnes 
was educated at Kingston Collegiate Institute, gradu- 
ated in medicine from Queen’s University in 1929, and 
took post-graduate courses in Edinburgh and London. 
He was for three years an intern at Millard Filmore 
Hospital, Buffalo. 

Dr. Minnes is survived by his parents, Mr.. and 
Mrs. William T. Minnes, of Kingston; three sisters, 
Mrs. Edward MacKay, of Kingston, Mrs. C. F. Abbott, 
of Toronto, and Mrs, Amelia Minnes, Kingston, as well 
as by two brothers, W. J. Minnes, of Detroit, and Dr. 
Allan Minnes, of Kingston. 

Dr. René Raymond, of St. Scholastique, Que., died 
on July 10, 1935. He was born in 1901 and was a 
graduate of Laval University, Quebee (1926). 





Dr. William Kydd Ross, of Toronto, 
October 27, 1935, in his seventy-first year. 
graduate of McGill University (1883). 

Doctor Ross was for forty-two years on the hos- 
pital service of the Ontario Government and until four 
years ago was Superintendent of the Ontario Hospital, 
Toronto. Before becoming Superintendent of the On- 
tario Hospital in 1928 he had served as Superintendent 
of Ontario Hospitals at Brockville, London and Hamil- 
ton. Ill health forced his retirement and since then he 
had been a semi-invalid. 

He was a son of the late Hon. A. M. Ross, of God- 
erich, and, besides his widow, leaves two brothers, 
A. B. and Charles, and a sister, Mrs. Reginald Shannon, 
all of Toronto. 


died on 
He was a 


Dr. William Duncan Smith, of Edmonton, Alta., 
died recently in that city, where he had practised for 
about thirty years. 

Dr. Smith was born at Plantagenet, Ont., son of 
the late Henry Smith and Isabella MacMartin. He 
came to Montreal, and entered McGill. Following his 
graduation in medicine in 1890 he entered the Montreal 
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General Hospital as house surgeon under the late Dr. 
F. J. Shepherd. He left there the next year and en- 
gaged in practice at Richmond, Que., with the late Dr. 
Webber. In 1892 he established himself in Sherbrooke, 
Que., where in addition to his practice he gave much 
of his time to the Sherbrooke Hospital. In 1906 he 
left Sherbrooke for Edmonton where he specialized in 
surgery. 

He is survived by his wife, formerly Kate Gibbot- 
son, and a daughter, Mrs. James McQueen, Hanna, 
Alta. His son, Hubert Duncan Smith, died a few years 
ago from the effect of wounds received in the World 
War. His three sisters are Mrs. Albert Hagar, Mrs. 
Robert Shirreff, of Brockville, Ont., and Mrs. J. 
Armitage Ewing, of Montreal. 

Dr. Smith was chief physician to the R.C.M.P. at 
Edmonton. 





Dr. Le Baron Botsford Wilmot, a native of New 
Brunswick and a graduate of McGill University (1901), 
who had practised successively at Roblin, Man., Qu’Ap- 
pelle, Sask., Stonewall, Man., and Winnipeg, died on 
October 17th, at the age of 62. For many years he 
played an active part in the affairs of the Conservative 
party. His hobby was bee-keeping. 

About twenty years ago Dr. Wilmot engaged in 
railway grading contracts in Saskatchewan, which 
business he had branched into. He then resumed his 
medical practice in Winnipeg and was quite active 
until ill-health compelled him to seek a change of 
climate and a rest. In recent years he had been re- 
tired. He is survived by his wife and two daughters, 
all residing in Winnipeg. 





Hews Ztems 
Alberta 


The Department of Relief has been placed under 
the jurisdiction of the Minister of Health. It has been 
felt that as many of those on relief need medical care 
and attention as much as they need food the Depart- 
ment of Health seems to be the proper place to get 
complete attention. The Premier has not been in office 
very long, but, from the news in the press, has decided 
that the municipalities are not taking their proper 
share of the burden. He has announced that default- 
ing municipalities will be properly dealt with. What 
that means time alone will tell. It is the hope that 
some reasonable working plan may be put into opera- 
tion whereby the burden on the medical profession will 
be shared by all. 





Elections have been called in the following Dis- 
tricts, for representatives on the Council of the College 
of Physicians and Surgeons: No. 1. Medicine Hat; 
No. 3. Banff-Red Deer; No. 5. Peace River; No. 7. 
Edmonton. In Alberta members of the Council are 
elected for a period of two years. There are seven 
members of the Council, the odd numbers of the ridings 
electing their representatives in the odd years and the 
even numbers, the even years. The election of coun- 
cillors is ever before the members. 





The Controller of Mental Hospitals has always held 
his office in the Legislative Buildings, Edmonton, until 
now. Dr. Baragar has removed to the principal in- 
stitution at Ponoka and will direct from that point. 
The Government considered it of great importance to 
have the General Administrator at the General Mental 
Hospital. 





The retiring Government passed no vote to put 
into operation, even in one trial district, the Health 


Insurance Scheme, so the present Government, en- 
deavouring to balance its budget, is ‘‘cutting to the 
bone’’, and has decided to make no appropriation at 
the present time. The Premier announced recently that 
as one of the features of Social Credit was a proper 
system of Health Insurance therefore it were better 
that the whole matter be deferred until Social Credit 
was properly established, say in 18 to 24 months. The 
units were to have been large enough to take in 20,000 
people and the Government’s share of the cost was to 
be $3.20 per capita, or over $60,000 per unit; thus the 
reason for cancellation at present. 





Dr. J. D. Robinson, of Banff, has recently gone to 


Edinburgh for post-graduate work and will return after 
Christmas. 





Dr. Clyde Marcus Cabot, for the past four years 
associated with the Mayo Clinic, Rochester, Minn., in 
the eye, ear, nose and throat departments, has joined 
the Calgary Associate Clinic. He is a graduate of the 
University of Minnesota. G. E. LEARMONTH 





British Columbia 


Tenders will be called for in November for the 
additions to the Vancouver General Hospital buildings, 
to meet the requirements of the Vancouver Public Health 
Institute for Diseases of the Chest. The new building, 
costing $175,000, will be of concrete, and will furnish 
beds for 72 patients, and contain in addition offices and 
laboratories. It will have three stories and a sub-base- 
ment. The top two floors will be devoted to wards, and 
the roof will be arranged for use by patients when 
weather conditions are suitable. The central offices of 
the Tuberculosis Division of the Provincial Board of 
Health will be on the ground floor, as will also be the 
offices of the District Nurses, laboratories and quarters 
for social workers. It is the intention to extend further 
the research work which has been made possible so far 
by funds provided by the Kinsmen Club. The new build- 
ing will be built as an annex to the old building at 
present in use. The latter building is to be renovated, 
some alterations in ward arrangements will be made, and 
new and modern equipment will be installed. 





At the twenty-fifth annual clinical congress of the 
American College of Surgeons, held at San Francisco 
recently, Dr. A. B. Schinbein, of Vancouver, was elected 
to the Board of Governors. 





A fund is being raised by community institutes in 
the southern part of Vancouver Island to purchase x-ray 
equipment for the Queen Alexandra Solarium at Mill 
Bay. Food showers have been held at various centres. 





Recognizing the importance of assisting the tuber- 
culous patient after he leaves an institution to adjust 
himself in his community relationships, to which little 
consideration has been given in the past, Dr. W. H. Hat- 
field, provincial medical director of tuberculosis control, 
has formed a committee from representatives of volun- 
tary welfare agencies, city and provincial relief depart- 
ments, the Mothers’ Pensions Department, and others to 
arrange for necessary action in this connection. 





At the October monthly meeting of the British 
Columbia Cancer Foundation Mr. E. W. Hamber, of 
Vancouver, was elected president. His Honour the 
Lieutenant-Governor, Mr. J. W. Fordham Johnson, was 
chosen Honorary President. The other officers appointed 
were as follows: Honorary Vice-Presidents, Premier T. 
D. Pattullo and Rev. Robert Connell; Vice-Presidents, 
Messrs. W. H. Malkin and Frank J. Burd, of Vancouver, 
Sir Frank Barnard, of Victoria, and Mr. Ralph E. White, 
of Kamloops; Chairman of the Board of Governors, 
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Major Harold Brown; Publicity, Col. Victor MacLean; 
Finance, Col. E. B. Westby; Advisory Committee, Dr. 
A. B. Schinbein. Dr. H. H. Murphy, of Victoria, was 
elected to the Board of Governors, of which Mr. W. J. 
Twiss was appointed vice-chairman. 

D,. E. H. CLEVELAND 





In consequence of an arrangement which has been 
entered into by the Provincial Board of Health of 
British Columbia, the University of British Columbia, 
and the University of Toronto, there has been estab- 
lished in the University of British Columbia, as of 
October 1, 1935, a Western Division of Connaught 
Laboratories, University of Toronto. The undertaking, 
in the first instance, is for a period of one year. 
Primarily established as a research centre, it is hoped 
that the coordination of the activities of the Department 
of Bacteriology and Preventive Medicine of the Univer- 
sity of British Columbia with those of the Provincial 
Board of Health Laboratories of British Columbia and 
of Connaught Laboratories will make it possible to ex- 
tend considerably the fields of usefulness of all three 
institutions. 

Dr. C. E. Dolman has been appointed Associate 
Professor and Acting Head of the Department of Bac- 
teriology and Preventive Medicine, and Acting Head of 
the Department of Nursing and Health in the University 
of British Columbia. He has also been appointed 
Director of the Provincial Board of Health Laboratories 
of British Columbia. He will, further, continue as a 
member of the staff of Connaught Laboratories as a 
Research Member. Dr. R. J. Gibbons, of the staff of 
Connaught Laboratories, will be associated with Dr. 
Dolman, seconded for duty in the Western Division. At 
the outset Connaught Laboratories Western Division will 
be provided with quarters in the Science Building of the 
University of British Columbia. 

This novel experiment in Inter-University and Pro- 
vincial Health Department collaboration should afford 
excellent opportunities for expansion of activities in the 
field of preventive medicine in Western Canada, especial- 
ly in British Columbia. 


Manitoba 


On the occasion of his retiring from the honorary 
attending staff of Grace Hospital Dr. W. G. Campbell 
was guest of honour at a luncheon held on October 28th 
at the Hospital. Commissioner McMillan, of the Salvation 
Army for Canada, was present. It was pointed out by 
Dr. F. A. Benner, Superintendent of the Hospital, that 
Dr. Campbell had been associated with the hospital from 
its very humble beginnings in a house on Balmoral 
Street to its removal to the present site, and with the 
successive additions. His confréres on the staff pre- 
sented Dr. Campbell with a gift of books and the Com- 
missioner, on behalf of Grace Hospital, presented him 
with a desk lamp and fountain pen set. 





The annual St. Luke’s day service was held at Young 
United Church on November 3rd. Rev. W. E. Donnelly, 
pastor of the congregation, addressed the members of 
the Society, and Dr. Gordon Chown, President of the 
Society, read the lesson. 





With the endorsation of the Manitoba Medical 
Association, the Manitoba Dental Association, and the 
Manitoba Pharmaceutical Association, the Back to the 
Land Assistance Association conducted a Health Week 
in the Winnipeg Auditorium from October 19th to 26th 
which was largely attended. Prominent physicians gave 
addresses on topics such as cancer, appendicitis and care 
of the eyes. 








The annual memorial day service was held at the 
Medical College on November 11th. At 11 a.m. a two 
minute period of silence was observed and then the 
President of the Students’ Association placed a wreath 
beneath the memorial tablet at the entrance of the new 
building. Following this Dr. H. D. Kitchen delivered a 
brief but impressive address to the Faculty and students. 





The sixty-third annual report of the Winnipeg 
General Hospital, presented on November 5th, shows that, 
despite the fact that 75.5 per cent of the hospital service 
was accounted for by public ward patients, and that the 
poor financial situation continued, the physical plant had 
been kept in effective working condition, and the deficit, 
including all financial charges, was less than $5,000. 
The School of Nursing has been in operation for forty- 
eight years. The school is being slowly extended by 
decreasing the students to a number within its teaching 
capacity. There has been much favourable comment on 
the nursing service during the past year. The bed oc- 
cupancy was 92 per cent. The combined in- and out- 
patients under treatment, if all were from the city of 
Winnipeg, would be equal to one in ten of the population. 
The per capita per diem cost, including financial charges, 
is $2.94. The operating cost, including equipment and 
expenditure but excluding financial charges, is $2.68. 
Both the above figures include the costs of operating the 
out-patients’ department. These per capita costs are 
lower than in any year since the war. 

Group luncheon clinics held on the first and third 
Thursday of the month were open to all doctors having 
the privilege of the hospital. The average attendance 
was 68. Organized medical and surgical ward rounds 
were arranged for alternative Thursdays. 

The Tumour Clinic with representatives from all 
clinical departments met twice a week. It also is open 
to all visiting doctors. 

A Pavex, for treatment of vascular conditions of the 
limbs, was donated by Mr. W. A. Murphy. A diathermy 
eye-operating machine was donated by Mr. James 
Richardson. A urological diathermy unit was given by 
a friend. The month by month statistics of cancer 
patients, showing a heavy death rate, indicates that this 
institution is becoming more and more a cancer centre, 
and emphasizes the necessity for having all available 
treatment facilities. 

The Department of Surgery was reorganized and the 
following appointed to recently created positions as 
Assistant Surgeons: Drs. A. W. S. Hay, John A. Hills- 
man, W. A. McElmoyle, M. B. Perrin. 

Dr. J. A. Gunn was appointed chief of the Depart- 
ment of Surgery, vice Dr. B. J. Brandson, resigned. Dr. 
Elinor Black and Dr. Blake Watson were appointed 
Assistant Gynecologists. Dr. B. H. Olson was trans- 
ferred to Chest Surgery, as Associate Surgeon. Dr. G. A. 
Ryan was appointed as Assistant Orthopedist. 

Ross MITCHELL 





New Brunswick 


Under the exchange lectureship plan of the New 
Brunswick Medical Society, Drs. George M. White and 
H. A. Farris, of Saint John, appeared before the St. 
Croix Medical Club on November 5th, by invitation. Dr. 
Farris read a paper on ‘‘Coronary thrombosis’’, and 
the title of Dr. White’s paper was ‘‘ Hemorrhage in the 
third trimester’’. The meeting was well attended and 
the reception most satisfactory. 





Lieut.-Col. V. D. Davidson, C.A.M.C., was appointed 
to the command of No. 14 Field Ambulance of Saint 
John. 





Dr. George W. Burton, of Westmoreland County, 
and Dr. M. H. McKinnon, Canterbury, of York Co., have 
been appointed coroners by the Provincial Government. 
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EMMENIN—the orally-active, oestrogenic hormone 
d the placenta, prepared and biologically standardized 
im accordance with the technique of Dr. Lf AB. Collip, 
Hept. di. MS iauleainiatg, Ne Gill (an 





“It should be emphasized that Emmenin therapy “is 
essentially safe. In a group of ten cases, Emmenin was 
administered daily (except during the periods) for several 
months without disturbing the normal menstrual cycles. 
. . » The administration of Emmenin does not prevent 
impregnation nor interfere with gestation.” 

—Annals of Internal Medicine, Vol. 71, No. 3, Sept., 1933. 


IN THE TREATMENT OF DYSMENORRHOEA 


Emmenin ..a valuable form of supplemental 
hormone therapy 


‘.. . Our results from the administration of 
Emmenin have convinced us that it is a valu- 
able form of supplemental hormone therapy, 
when the pains have a definite origin from 
forcible uterine contractions...’ cy.aj, 1935, 32:609 


Important findings from the use of Emmenin in 
the treatment of dysmenorrhoea appeared in 
the C. M. A. J., June, 1935. A full report of 
this work, carried out under the Department of 
Gynaecology, University of Toronto, is now 


available in reprint form. Copies on request. 
* 

Emmenin is offered in original, specially-sealed 

bottles of four fluid ounces. 





AYERST, McKENNA & HARRISON 
LIMITED 


Biological and Pharmaceutical Chemists 


MONTREAL CANADA 





IG Gin BOGEN LA AI 
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Lieut.-Gov. Murray MacLaren has consented to act 
as Honorary Colonel of the York Regiment. Dr. Mac- 
Laren has had a close connection with the Canadian 
militia for many years, beginning as a private in the 
71st York Battalion, and attending a brigade camp at 
Woodstock with the regiment in 1880. 





Dr. E. A. Petrie, Radiologist at Saint Joseph’s Hos- 
pital, Saint John, is at present in Boston doing post- 
graduate work in his specialty. 





Dr. J. P. MeInerney, of the staff of the Saint John 
General Hospital, is at present in that institution as a 
patient, suffering from typhoid fever. 





Dr. F. R. Connell has recently resumed practice after 
being a sufferer of the same disease for some weeks. 





Dr. A. A. G. Corbet was re-elected president of the 
Red Cross Society, Saint John and the District, at their 
meeting last month. 





Drs. George Skinner and R. T. Hayes, of Saint 
John, have returned from short courses of post-graduate 
study in Montreal and the United States centres. 





Dr. Jos. Tanzman, of the Obstetrical staff of the 
Saint John General Hospital, was the speaker at the 
opening meeting of the winter series of lectures of the 
Saint John Medical Society. Dr. Tanzman’s subject 
was ‘‘ Analgesia in obstetrics’’. The paper was based 
on his personal experiences with various forms of anal- 
gesia. The paper was of unusual interest both to 
specialists in obstetrics and the general practitioner. 


A. S. KirKLAND 





Nova Scotia 


At the meeting of the Association of the American 
Medical Colleges recently held in Toronto, Dr. H. G. 
Grant, Dean of the Faculty of Medicine, attended as the 
representative of Dalhousie University. 





. The radio played a part during the last few days 
in treating a case of illness on Sable Island, called ‘‘ the 
graveyard of the Atlantic’’. Instructions for treating 
a patient suffering from pneumonia were sent from 
Halifax. The most recent report is that the patient is 
recovering. 





Dr. M. A. Curry was elected on honorary member of 
the Halifax Branch of the Nova Scotia Medical Society 
at its last meeting. Dr. Curry formerly practised in 
Halifax where he held the Professorship of Obstetrics 
and Gynecology at Dalhousie University. At present he 
is a resident of Bournemouth, England. 





At the previous meeting of the Society Dr. Louis 
Silver, Emeritus Professor of Medicine at Dalhousie 
University, was tendered a banquet at the Nova Scotian 
Hotel. He was also elected an honorary member of the 
Society. 





Dr. D. J. Hartigan, of New Waterford, was elected 
a member of the House of Commons at the recent 
election. 





Dr. J. G. MacDougall, of Halifax, was re-elected 
Chairman of the Provincial Medical Board of Nova 
Scotia at the annual meeting held recently. 





Dr. Freeman P. Smith, of Queen’s County, cele- 
brated his 86th birthday on September 12th. 


Dr. Hugh MacKinnon, of Berwick, has returned to 
the province from England, where he spent the past 


twelve months doing post-graduate work. N. B. DREYER 





Ontario 
On Friday, October 18th, the Honourable Vincent 
Massey laid the foundation stone for the new con- 
valescent hospital of the Sisters of St. John the Divine, 
Toronto. 





Following the opening of the Niagara Sanatorium 
and intensive work in chest clinics in the district, it is 
now stated that the death rate from tuberculosis in the 
Niagara district has dropped from 47 per 100,000 in 
1927 to 29.5 in 1934. 





At the 46th annual meeting of the Association of 
American Medical Colleges held in Toronto the last week 
of October, Dr. E. Stanley Ryerson, Associate Dean of 
the Faculty of Medicine, University of Toronto, was 
named President-elect. 





From newspaper clippings we learn that the Niagara 
Falls Board of Health, at a recent meeting, decided to 
investigate the possibility of starting a birth-control 
clinic. A Committee was named to inspect the Hamilton 
clinic and prepare a report for the Board. 





A report covering the work of the first year of the 
Cancer Clinic at the Ottawa Civic Hospital records 684 
persons presenting themselves for first examinations, and 
of these 450, or about two-thirds, were classified as 
having malignant disease. The report specifies the 
number of radium and x-ray treatments given. 





The London Health Association is proceeding with 
the building of the new Col. C. K. Morgan Surgical 
Pavilion which will provide facilities for the surgical 
treatment of tuberculosis. 





Dr. E. Appleyard, of Seaforth, a graduate of the 
University of Western Ontario (1930), has secured his 
M.R.C.P. (London). J. H. Evwiotr 





Quebec 


Late in February a severe epidemic of dysentery 
attacked the residents of Matane, a large village on the 
south shore of the St. Lawrence, about 250 miles below 
Quebec, This outbreak lasted until about April 25th. 
From 1,800 to 2,000 cases of the disease were reported. 
The fatalities occurred mostly in children (37 out of 39) 
under five years of age. Two deaths occurred in persons 
aged 67 and 75 years, respectively. The epidemic was 
shown to be due to fecal contamination at the intake of 
the municipal water supply. A carrier of the bacillus of 
dysentery (Flexner) was detected. The epidemic was 
controlled after orders had been issued to boil the milk 
and water supply. 





In their turn the physicians of Three Rivers, number- 
ing about forty, have appealed to the municipal council 
of that city for remuneration in connection with medical 
services to indigents. They adopted the following resolu- 
tion on July 24th: ‘‘That in the future the physicians 
of the city and district of Three Rivers will no longer 
consent to treat, either privately or in hospital, persons 
coming under the Laws of Direct Relief and Public 
Assistance, unless they are conscientiously of the opinion 
that such persons are afflicted with diseases requiring 
urgent care’’. 

After a long discussion by the Council it was agreed 
that the City would pay $300 for two months to the 
Medical Society of Three Rivers, so as to meet the above 
situation. It appeared later, however, that the Con- 
troller of Three Rivers vetoed this resolution. What has 
developed since we have not learned. 





Professor Pierre Masson, of the Department of 
Pathology, University of Montreal, has been elected 
Membre de 1’Académie de Médecine de Paris. 
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Saskatchewan 


The seventeenth annual convention of the Saskatch- 
ewan Hospital Association was held in Moose Jaw. Mr. 
Joseph Needham presided. The following program was 
given: Dr. R. O. Davison, Deputy Minister of Public 
Health,—‘‘ Operation of Saskatchewan hospitals in 
1934’’. Eleanor Siekawitch, Moose Jaw General Hos- 
pital,—‘‘ Laboratory work in a small hospital’’, Mr. 
Leonard Shaw, superintendent, Saskatoon City Hos- 
pital,— ‘The possible effect of a health insurance plan 
on our hospitals’’. Mrs. Wm. Houston, Moose Jaw,— 
‘*The value of a ladies’ auxiliary in relation to the 
hospital.’’ A round table on hospital problems was 
conducted by Mr. S. H. Curran, Yorkton, Sask. 

Mr. R. S. Connell, Technician, Fort San, spoke on 
‘*Suggestions for raising the standard of x-ray work in 
small hospitals’’, Miss A. Lawrie, Superintendent of 
Nurses, Regina General Hospital, dealt with,—‘‘The 
nursing staff’’. 

Dr. R. G. Ferguson, Superintendent of Sanatoria, 
gave a report on the examination of hospital staffs. Mr. 
Leonard Shaw gave a report of the Canadian Hospital 
Council. Mr. P. McLean, Wadena, spoke on ‘‘ How can 
the association assist the hospitals?’’ A round-table 
discussion was led by Mr. J. 8S. Williams, superintendent, 
Moose Jaw General Hospital. Mr. S. R. Curtin, K.C., 
Regina, dealt with ‘‘Legislation amendments’’. A 
round-table discussion was conducted by Mr. Joseph 
Needham. 

The delegates were guests of Providence Hospital for 
luncheon the first day, and at Moose Jaw General Hos- 
pital on the second day; the speaker was Mr. James 
Smith, Vice-Chairman, Board of Governors, Moose Jaw 
General Hospital. Hon. J. M. Uhrich, Minister of 
Public Health, was speaker at a banquet held in the 
Grant Hall Hotel. 

The following officers were elected: Honorary Presi- 
dent, Hon. J. M. Uhrich, M.D., Minister of Public 
Health; President, Dr. R. G. Ferguson, Fort Qu’ Appelle; 
President-elect, Mr. L. Goudy, Saskatoon; First Vice- 
president, Mr. S. W. Nichols, Indian Head;Second Vice- 
president, Mr. F. R. Biggs, Wilkie; Sec.-Treasurer, G. E. 
Patterson, Regina; Executive Members, Sister M. 
Clotilda, Moose Jaw; Dr. H. H. Mitchell, Regina, and 
Mr. Leonard Shaw, Saskatoon. 





Dr. Duncan Croll, of Saskatoon, has announced that 
in the future he will limit his practice to Traumatic 
Surgery and Orthopedics. He has for the past few 
years given special attention to the above branches of 
surgery. He has returned from post-graduate study in 
Europe, where he attended clinics in bone and joint 
surgery, including Bohler’s Clinic in Vienna on 
Traumatic Surgery. 





The marriage of Major Norman Wright to Dr. 
Mary Anna Nicholson, both of Saskatoon, took place on 
October 23rd at the home of Dr. and Mrs. J. A. Valens. 

LILLIAN A, CHASE 





General 
International Congress of Medical History at Madrid 


The tenth of the international congresses of the 
History of Medicine, which are held every second year in 
various capitals of Europe, met at Madrid from Sep- 
tember 22nd to 29th, under the presidency of Dr. 
Gregorio Maranén, who is well known both as a medical 
historian and as a Spanish physician. The British 
Government was represented by Sir Humphry Rolleston 
and Dr. John D. Comrie, of Edinburgh. Other British 
members included Professor J. A. Nixon and Dr. J. D. 
Rolleston. 

The formal proceedings opened with a reception of 
the delegates and members of the congress in the palace 
of the Senate on the evening of September 22nd. This 


was attended by about 400 persons, who came from many 
countries, in some cases from as far distant as the 
Philippine Islands and Peru. On September 23rd 
members were conveyed by motor car to Toledo, where 
they were received by the civil, military, and ecclesiastical 
authorities of the city. The Archbishop of Toledo pre- 
sided at the inaugural session, which was held in the old 
hospital of Santa Cruz founded by Cardinal Mendoza 
and Queen Isabella at the beginning of the sixteenth 
century. This magnificent building with richly orna- 
mented roof contains four large wards arranged in the 
form of a cross, and was used in the sixteenth century 
for the treatment of cases of contagious disease. The 
remainder of the day was spent in visiting the historic 
buildings, Moorish and Renaissance, in which Toledo is 
so rich; in the evening guests were entertained at the 
country house of Dr. Maranén. Throughout the week 
the congress continued its morning meetings in the Senate 
House at Madrid, while the afternoons were devoted to 
various excursions to museums and places of historic 
interest in the neighbourhood. 

Among the many subjects discussed was that of 
Arab medicine in Spain, with various communications 
upon Arab medicine in general and medicine among 
oriental peoples. This was followed by a discussion and 
papers upon medicine in America during the discovery 
and colonization of the New World and in the colonial 
territories of Spain. Later in the week the medical folk- 
lore of Belgium, Morocco, Argentina, Peru, Poland, the 
Canary Islands, Armenia, Scotland, etc., was discussed. 
On the last day of the congress various papers on in- 
dependent subjects were read. Some of the most interest- 
ing of these dealt with: Arnold of Villanova (Professor 
Diepgen, Berlin); the first hospital for workmen’s ac- 
cident, founded at the Escorial of Philip II (Dr. Decref, 
Madrid); the history of the mineral waters of the 
Pyrenees (Dr. Guitard, Paris); surgery of the sixteenth 
century in Spain (Dr. Escribano, Granada); history of 
Spanish psychiatry (Dr. Riera, Saragossa); history of 
the psychology of India (Dr. Ibanez, Barcelona) ; evolu- 
tion of neuro-psychiatry in Roumania (Dr. Paulian, 
Bucharest) ; the temples of Greek medicine (Dr. Rosello, 
Montevideo); history of the plague in Turkey (Dr. 
Suheyl, Istanbul); and the necessity of making obliga- 
tory the study of medical history in the universities (Dr. 
Szumowski, Cracow). 

On Saturday, September 28th, an excursion, was 
made to the Palace of the Escorial, where the old manu- 
scripts of the library and artistic treasures were dis- 
played. On the following day, after the closing of the 
congress, there was an interesting ceremony at the old 
University of Alcala de Henares, when some eight official 
representatives of the various nations attending the con- 
gress received the honorary membership of the College of 
Physicians of Madrid. This ancient university, which 
once numbered some 10,000 students, has now been ab- 
sorbed by the University of Madrid, and only its build- 
ings remain. The town is also celebrated as the birth- 
place of various distinguished men, including Cervantes, 
the author of Don Quixote. The ceremony was carried 
out with old-time observances of mace-bearers, robes, and 
procession, and the honorary degrees were conferred with 
the accolade of a sword presented by the president. As 
a representative of England Sir Humphry Rolleston re- 
ceived this honour. In contrast to this ancient ceremony 
the congress had, earlier in the week, visited the new 
university on the outskirts of Madrid, which is at present 
under construction and of which part is expected to be 
ready for occupation this autumn. The buildings extend 
over about a square mile of ground to the north of the 
city, and were begun in 1930. They include large modern 
laboratories, and the clinical department will comprise 
a new hospital with between 1,500 and 2,000 beds. A 
party of the congress also visited Dr. Marandén’s clinic 
in the Madrid General Hospital. This section of the 
hospital, built and equipped by Dr. Marandén some years 
ago in modern style, with biochemical laboratory, x-ray 
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plant, ete., is devoted largely to the study of endocrine 
disorders, which appear to be of frequent incidence in 


Spain, and in the study of which Dr. Maranon is a recog- - 


nized authority. Members were shown many cases of 
pituitary and thyroid dysfunction. Addison’s disease, 
ete. An admirable display of Arabic and other old 
Spanish medical books, and of several dioramas illustra- 
tive of historic scenes in Spanish medicine, had been 
arranged by the Wellcome Historical Research Museum, 
London, and was on view at the congress. This museum 
had also issued, prior to the congress, a small com- 
memorative book dealing with Spanish influence on the 
progress of medical science.—Brit. M. J., 1935, 2: 704. 





Book Reviews 


The Practitioner’s Library of Medicine and Surgery. 
Edited by George Blumer, M.D., David P. Smith 
Clinical Professor of Medicine, Yale University 
School of Medicine. Twelve volumes and supple- 
ment-index. Illustrated, each volume indexed. 
Price $10.00 per volume. Appleton-Century, New 
York, 1935. 


The supervising editor of this system is Dr. 
George Blumer, of Yale University School of 
Medicine. He has fourteen associate editors, with 
one or two noteworthy exceptions younger men on the 
teaching staff at Yale. The contributors, two hundred 
in number, are men who by practice or teaching 
activities have become equipped with ample experience, 
at the same time retaining their enthusiasm and fresh- 
ness of viewpoint. Several of them live in Canada. 

The editor claims that the general practitioner has 
a very definite need of a dependable, concise, yet ample, 
work covering the entire field of endeavour in practical 
medicine and surgery. In seeking to cover the field he 
has used a new approach. The library consists of 12 
volumes, eight of which are here reviewed, namely, 
Volume I. Anatomy and Physiology as applied to prac- 
tical medicine; Volume II. The technique of. clinical 
medicine; Volume III. The practice of medicine; Volume 
IV. Non-traumatic surgery; Volume V. Traumatic sur- 
gery; Volume VI. Obstetrics and gynecology; Volume 
VII. Pediatrics; Volume VIII. Therapeutics. 

Each volume is subdivided into sections, composed 
of the required number of chapters. Each contributor 
has written one or more chapters. The English is good. 
Accepted methods of examination, clinical and labora- 
tory, and proved therapeutic measures are stressed. 
Numerous references to recent literature are given at 
the end of each section. There is a good index in each 
volume. 

Space does not allow of elaboration on the con- 
tents of this library. It would be unjust, however, not 
to mention some of the highlights of this commendable 
work. Each volume presents a few outstanding 
chapters or sections. Some are mentioned by the 
supervising editor; others appealed to the reviewer 
especially; e.g., Volume I. Pathological Physiology of 
the Nervous System, Pathological Physiology of Blood 
Formation, and Heal Regulation and Fever. Volume II. 
History Taking and Physical Diagnostic Methods. 
Volume III. Rheumatic Heart Disease. Volume IV. 
Indications for surgical treatment. Volume V. The 
entire section on fractures, Surgery of the Peripheral 
Vascular System. This is a strong argument in favour 
of early blood vessel suture in cases of injury, em- 
bolism and thrombosis in the larger vessels of the 
extremities. Surgery of the Hand, and Industrial 
Aspects of Medicine. Volume VI. Symptomatology as 
Introduction to Gynecology. Volume VII. Diseases 


and Abnormalities of the New-born, and Tuberculosis, 
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first infection and reinfection types. Volume VIII. 
The Principles and Methods of Therapy, and The Use 
of Therapeutic Measures as applied to Specific Diseases. 

There are many lesser points on care of the 
patient. Experiences with some of the commercial 
preparations so widely advertised have been carefully 
analyzed and conclusions as to their value are ex- 
pressed. Infectious diseases are discussed at length. 
Tularemia and undulant fever are given prominence. 

In such an excellent work one might have expected 
a more detailed technique for the performance of 
operations of minor surgery. The use of staphylococcus 
antitoxin (Connaught Laboratories) is not mentioned. 
A differential diagnosis between early tenosynovitis 
of the flexor tendons of the fingers and lymphangitis 
is also lacking. 

This library may be strongly recommended to the 
young man entering general practice. He can add to 
it such books as will give him more detailed knowl- 
edge. In the case of the general practitioner of 
several years’ experience it will help him in under- 
standing many of the phenomena of disease observed 
daily. In this regard he will find critical discussion of 
those temperamental manifestations generally termed 
minor psychoses. 


Modern Treatment in General Practice. Vol. 2. Edited 
by Cecil P. G. Wakeley, D.Sc., F.R.C.S., F.R.S.E., 
Fellow of King’s College, London. 382 pages. 
Price $3.00. Medical Press and Circular, London; 
Maemillan Co., Toronto, 1935. 


Following within a few months the first volume, 
we find in the second volume articles even more 
valuable to the general practitioner. Some of them, 
such as the diagnosis and treatment of spinal cord 
tumours, by Lambert Rogers, of chronic ulcerative 
colitis, by A. J. D. Cameron, and of cancer of the 
rectum, by Lockhart-Mummery, are really epitomes of 
monographs on the subject, and are of great value 
because they are the last word by recognized special- 
ists. One feels in all the contributions (and one of 
them is by a Canadian) that there is a more than 
ordinary degree of accuracy, which makes them ex- 
ceedingly practical. They really form an excellent 
post-graduate course, and we hope will receive a warm 
welcome. The editor has profited by his experience in 
Volume I, and has made this book better in many 
ways. 


Clinical Tuberculosis. Edited by Benjamin Goldberg, 

- M.D., F.A.C.P., F.A.P.H.A., Associate Professor of 

Medicine, University of Illinois. Two vols., illus- 
trated. Price $22.00. Davis, Philadelphia, 1935. 


Views on tuberculosis are changing frequently, and 
it is not possible to have a standard, permanently 
valuable, text-book on it any more than on any other 
disease. The present volumes are a welcome addition 
to works on tuberculosis because they bring together 
the latest views of men who are experienced and who 
have contributed in varying degree to our knowledge 
of the disease. Probably in five years much now sub- 
scribed to will be discarded, but for a comprehensive 
up-to-date review the book is certainly worth having. 
In that time our views on epidemiology may have be- 
come modified. The supporters of the belief that the 
present decrease in tuberculosis is due chiefly to modern 
methods of dealing with it will feel five years more 
sure of their belief, whilst, on the other hand, their 
opponents who look for an upswing in the tuberculosis 
curve before long may have some facts to support 
them. In other respects too we may look for altered 
views on subjects which are still in the region of 
debate. Dr. Coryllos has contributed particularly 
interesting and stimulating chapters on Pathological 
Physiology of Tuberculous Lungs, and on Thoraco- 
plasty. The latter should be read widely, as it ad- 
vocates thoracoplasty much more vigorously than many 
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physicians are accustomed to do. His chapters alone 
make the books worth while. But there are others of 
interest, and taken together there is little to criticize. 
As a book of reference it will hold a high place for 
some time. 


Gynecological and Obstetrical Tuberculosis. Edwin 
M. Jameson, B.S., M.D., Attending Surgeon, 
Saranac Lake General Hospital and Reception 
Hospital. 256 pages. Price $3.50. Lea & Febiger, 
Philadelphia, 1935. 


The following quotation from the preface will in- 
dicate the scope of this text: ‘‘It is the purpose of 
this work to present a critical study of (1) the altera- 
tions in the pathological physiology of the female 
genital apparatus brought about by pulmonary tuber- 
culosis; (2) the various forms of female genital 
tuberculosis; and (3) a broad survey of the problem of 
pregnancy in the tuberculous woman, with suggestions 
for the management of the various types of cases in 
the light of modern phthisiology.’’ The subject has 
been dealt with comprehensively. The illustrations, 
arrangement of the subject matter, mechanical make- 
up of the book and the writing are excellent. Many 
tables of statistics are included in the text and quota- 
tions from the work of interested practitioners all over 
the world. There is an extensive bibliography. In 
addition, the author gives the results of his own 
experience. Altogether, this is a text which can be 
highly recommended to anyone interested in this 
subject. 


Textbook of Surgery. John Homans, M.D., Clinical 
Professor of Surgery, Harvard Medical School. 
Third edition, 1229 pages, illustrated. Price $8.00. 
C. C. Thomas, Springfield & Baltimore, 1935. 


This edition of ‘‘Homans’ Textbook of Surgery’’ 
covers many subjects which did not appear in the 
second edition, which in turn covered many subjects 
not contained in the first. This may convince Dr. 
Homans that there was little excuse for designating the 
first edition a ‘‘Textbook’’. Many teachers of surgery 
will be of the opinion that the third edition also would 
be better described under some other title, as there 
are many important surgical subjects still conspicuous 
by their absence. This is not a statement designed to 
condemn the work or even belittle it, as it is a very 
excellent, readable and refreshing presentation of 
many surgical subjects, but if a student depended on it 
for his textbook he might find a great many examiners 
very ruthless. As a supplementary work for medical 
students or as a stimulating work for the practising 
surgeon the reviewer knows of no better book. Some of 
the subjects are more interestingly presented than others, 
which is to be expected in a work that is really a 
compilation of articles by a great number of contribu- 
tors on a great many surgical subjects. Most of the 
subjects are presented in a bright and exhaustive 
manner. Occasionally one meets with a section that 
slips from the high standard of excellence one would 
expect, for instance, something better is demanded on 
surgery of the thyroid gland in a 1935 edition of any 
Surgery. In fact, the reviewer is of the opinion that a 
better presentation of this subject can be found in any 
of the textbooks which have reached him this year. 
Nevertheless, any one purchasing this book will get good 
value for his money. 


Puerperal Gynecology. J. L. Bubis, M.D., F.A.C.S., 
Consultant in Obstetrics, Gynecologist, Mt. Sinai 
Hospital, Cleveland, Ohia. 199 pages, illustrated. 
Price $3.50. William Wood & Co., Baltimore, 1935. 


An experience of eighteen years’ advocacy and 
practice of immediate prophylactic repair of injuries 
of birth canal enables Dr. Bubis to speak authorita- 
tively and convincingly. Though repair immediately 
after labour not only of recent but also of old injuries 


of the cervix, vaginal walls and perineum may seem 
radical, the results published are so good as to justify 
the author’s contention that operations of even con- 
siderable magnitude may safely be undertaken after 
delivery, and that in many instances if operation is 
not carried out at that time the patient will not return 
for operation, either because she cannot afford the 
additional expense or because her domestic duties can- 
not be set aside. There is no doubt that untreated 
traumatic lesions of the cervix may give rise to cancer, 
or, if malignancy does not supervene, may occasion 
chronic invalidism and much unhappiness. Dr. Bubis 
quite properly stresses the preventive nature of the 
corrective gynoplastic operations, and in this respect 
the procedure he advocates marks a distinct step for- 
ward in obstetrics. The book is well illustrated with 
line drawings, half tones, and microphotographs. The 
style is clear and straightforward, but unfortunately a 
few minor errors have crept into the text which should be 
corrected in a second edition. The book can be heartily 
commended to all obstetricians whose experience and 
training would make it possible for them to perform 
the operations described so clearly. If Dr. Bubis is 
right in his contention the obstetrician of the future 
will be not merely a man-midwife but a gynecological 
surgeon capable of repairing immediately after de- 
livery both new and old traumatisms of the birth canal. 


Benign Encapsulated Tumours in the Lateral Ventricles 
of the Brain. Walter E. Dandy, M.D., Adjunct 
Professor of Surgery, Johns Hopkins University. 
189 pages, illustrated. Price $4.50. Williams & 
Wilkins, Baltimore, 1934. 


This monograph by Dr. Dandy is a very compre- 
hensive one. In it he deals with the various tumours 
encountered within the ventricular system with great 
thoroughness. He discusses the smaller primary tu- 
mours, the fibromata and cysts of the choroid plexus, 
such as are usually seen as an accidental autopsy find- 
ing, this group producing no symptoms. This is fol- 
lowed by a chapter upon the malignant tumours of the 
region, namely, the ependymal gliomata, ete, which 
serves as an introduction to an exceedingly fine de- 
scription of the symptomatology, neurological findings, 
operative technique and pathological description of the 
larger encapsulated tumours of the lateral ventricles. 
His protocols are presented in minute detail. The work 
is concluded with a careful analysis of the signs and 
symptoms, with a view to possibly developing them 
into a definite clinical syndrome for this type of lesion. 
Included in the book is a review of all the recorded 
cases, inclusive of his remarkable personal series of 
fifteen. There is a very complete bibliography. The 
book is extremely well written and is very concise. 
The illustrations, print and paper are of the highest 
quality. This monograph is indispensable to the neuro- 
logical surgeon. 

Anesthesia in Dental Surgery. Sterling V. Mead, 
D.D.S., M.S., B.S. 482 pages, illustrated. Price 
$7.00. C. V. Mosby Co., St. Louis; MeAinsh & Co., 
Toronto, 1935. 


The author has done well towards the attainment 
of his object, namely, that of presenting a book for 
teacher and student of the Dental School, and his 
claim to practicability as a characteristic is established. 
The book is exceedingly well illustrated, especially that 
portion which deals with regional (local) anesthesia. 
The subject matter of chapters three to seventeen, 
dealing, in the main, with general anesthesia does not 
give, as one would like to see, the pharmacological 
effects of the various drugs which are considered. But 
Doctor Mead makes no pretentions in this direction. 
He recommends where possible a wider range of read- 
ing. The student of oral surgery will be benefited by 
a perusal of this work, particularly its latter half. In 
practice it should be very useful on account of its 
clarity and conciseness. 
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The Story of Medicine in the Middle Ages. David 
Riesman, M.D., Se.D., Professor of the History of 
Medicine, University of Pennsylvania, ete. 402 
pages, illustrated. Price, $5.00. P. B. Hoeber, 
New York, 1935. 


Doctor Riesman raises the difficult question as to 
when the Middle Ages began and when they ended. 
Probably it is impossible to give a categorical answer, 
so much depends on the individual viewpoint. So far 
as we can gather, he dates the beginning with the 
Norman conquest of England (1066—one of the few 
dates the reviewer remembers!) and the ending with 
the year 1543, notable for the appearance of Vesalius’ 
‘*De Corporis Humani Fabrica’’ and of Copernicus’ 
‘*De Revolutionibus Orbium Celestium’’. The first 
book inaugurated the modern era in medicine; the 
second wrought a revolution in man’s attitude towards 
the universe. During this period certain great events 
occurred which exerted a tremendous influence on the 
progress of civilization, not excepting medicine—the 
Norman Conquest, the Crusades, the Invention of 
Printing, the Fall of Constantinople, and the Dis- 
covery of the New World. During this period, too, 
medicine was not sharply differentiated from philoso- 
phy and theology. There is here, therefore, a wonder- 
ful field for investigation, not yet exhausted, perhaps, 
but very fully expounded by Doctor Riesman. His 
book is intended ‘‘to fill for the medical student the 
hiatus between the later Greeks and the Moderns and 
to give to the cultured layman some knowledge of a 
long neglected period.’’ In fact, Doctor Riesman has 
succeeded admirably in his endeavour. His book is 
scholarly without being heavy; it is comprehensive 
and judicial; it is so well produced that it is a joy to 
look at. 

It is impossible in the space available to give a 
complete list of topics considered, but the chief may 
be mentioned. They are The Greek Inheritance, 
Monastic and Clerical Medicine, The School of Salerno, 
Arabian Medicine, the Jewish Physicians of the Middle 
Ages, Scholasticism and Medicine, Astrology, Alchemy, 
the Rise of the Universities, Anatomy, Surgery, 
Hygiene, and Epidemic Diseases. The author’s style is 
lucid and easy, and he illustrates his points by apt 
quotations from the medieval literature. The numer- 
ous illustrations, which are always well chosen, add 
much to the attractiveness of the book. The theory 
and practice of medicine (we can hardly use the. word 
‘‘progress’’) are depicted against a background of 
social and intellectual status, which circumstance gives 
the book an added value. All those interested in the 
history of our calling, and all should be, will do well 
to possess this book. 


Objective and Experimental Psychiatry. D. Ewen 
Cameron, M.D., Ch.B., D.P.M., Physician in Charge, 
Reception Service, Provincial Mental Hospital, 
Brandon, Man. 271 pages. Price $3.60. Mac- 
millan, New York and Toronto, 1935. 


In this book Dr. Cameron presents the general 
thesis that the traditional observational methods which 
have been employed in the diagnosis and treatment of 
psychiatric conditions will have to be gradually re- 
placed by experimental and quantitative methods 
such as are now being employed in other medical and 
biological fields. He insists that the observational 
methods which have been employed up to the present 
time lead very largely into error, chiefly because of 
what he calls ‘‘ projectionism’’, by which he means an 
attempt to ascribe to the patient the feelings and 
thinking which we consider from our experience he 
should be entertaining on being exposed to a given 
situation, and ‘‘conventionalization’’, by which he 
means the tendency of the worker to bring the history 


of the patient’s behaviour into conformity with the 
orthodox reaction types which already exist in the mind 
of the examiner. In the first two chapters this thesis 
is very. clearly stated, and numerous illustrations are 
employed to indicate the need for a change in method- 
ology in the study of abnormal human behaviour. The 
rest of the book is devoted to a presentation of the 
results which have been obtained by the use of experi- 
mental and quantitative methods. A very complete 
summary of statistical, chemical, physiological and 
other experimental investigations of intelligence, per- 
sonality traits, the commoner psychiatric types, such as 
schizophrenia, manic-depressive and the organic psy- 
choses, is presented, to indicate the progress which has 
already been made by the use of such objective 
methods. The results of such experimentation are to 
Dr. Cameron clear proof that we are now in a fair 
way to realize our dream of analyzing human behaviour 
objectively, dispassionately, and, above all, of being 
able to predict and control. 

The manner in which the material in this book is 
arranged, the very lucid exposition, and the mass of 
experimental data which is presented here, make this 
book an exceedingly stimulating and valuable addition 
to recent psychiatric literature. 


Modern Home Medical Adviser—Your Health and How 
to Preserve It. Edited by Morris Fishbein, M.D. 
905 pages, illustrated. Price, $9.50. Doubleday, 
Doran and Co., New York, 1935. 


An attractive, well-printed and adequately illus- 
trated book, bound in red, which aims to replace the 
old-time family medicine book. Dr. Fishbein has asso- 
ciated with him twenty-three collaborators who are 
well_known to the medical profession. There are 
twenty-three chapters, the titles of a few of which, 
together with the names of the responsible c¢ollabora- 
tors, will serve to indicate the quality of the book: 
Sex Hygiene, by Thurman B. Rice; Infant Feeding, by 
Frederick F. Tisdall; Diabetes, by Elliott P. Joslin; 
Cancer, by Francis Carter Wood; Posture, by Tait 
McKenzie; Nervous and Mental Disorders, by George 
K. Pratt. As a source of reliable information on 
disease and as a guide to healthy living, this publica- 
tion will meet the needs of the intelligent lay public 
who desire a comprehensive book of reference. 


The Chemical Control of Conception. John R. Baker, 
M.A., D.Ph., Lecturer in Cytology, University of 


Oxford. 173 pages. Price 15s. Chapman & Hall, 
London, 1935. 


This is a sober and detailed account of a long 
series of well-planned and admirably controlled labora- 
tory experiments, presented with scientific detachment 
and without a trace of special pleading. There is in 
the first place an investigation of the toxicity of 
various substances towards spermatozoa, which reveals 
the great efficiency of certain quinones and of formal- 
dehyde and the relative inefficiency of permanganate, 
phenol, quinine, and many other substances. Secondly 
there is a study of the spermicidal activity of various 
specially-prepared and many commercial pessaries and 
ointments, under in vitro conditions approximating to 
those under which the preparations are designed to act. 
Thirdly, Dr. H. M. Carleton contributes a rather dis- 
couraging chapter on local lesions in the genital tract 
produced experimentally by some of the preparations 
referred to. Many of the data secured have already 
been published in the Journal of Hygiene and elsewhere, 
but it is convenient to have this complete and con- 
nected account of one of the very few serious inves- 
tigations in a field where progress has been made, if 
at all, chiefly by guesswork or from unsound premises 
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From various sources there has been an accumulation of 
evidence which suggests that much of the symptomatology of 
acute staphylococcal infections is attributable to liberation of 
staphylococcus exotoxin within the body. The serious nature of 
such infections would appear to be due in large measure to the 
highly pathogenic effects of staphylococcus exotoxin upon living 
cells and tissues. Consequently, the use of staphylococcus anti- 
toxin has been advocated in the treatment of acute and of 
generalized infections where there is evidence that Staphylococcus 
pyogenes is the causal micro-organism. (See the issues of this 
Journal for June, July and August, 1934.) 
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The Story of Medicine in the Middle Ages. David 
Riesman, M.D., Se.D., Professor of the History of 
Medicine, University of Pennsylvania, etc. 402 
pages, illustrated. Price, $5.00. P. B. Hoeber, 
New York, 1935. 


Doctor Riesman raises the difficult question as to 
when the Middle Ages began and when they ended. 
Probably it is impossible to give a categorical answer, 
so much depends on the individual viewpoint. So far 
as we can gather, he dates the beginning with the 
Norman conquest of England (1066—one of the few 
dates the reviewer remembers!) and the ending with 
the year 1543, notable for the appearance of Vesalius’ 
‘‘De Corporis Humani Fabrica’’ and of Copernicus’ 
‘*De Revolutionibus Orbium Celestium’’. The first 
book inaugurated the modern era in’ medicine; the 
second wrought a revolution in man’s attitude towards 
the universe. During this period certain great events 
occurred which exerted a tremendous influence on the 
progress of civilization, not excepting medicine—the 
Norman Conquest, the Crusades, the Invention of 
Printing, the Fall of Constantinople, and the Dis- 
covery of the New World. During this period, too, 
medicine was not sharply differentiated from philoso- 
phy and theology. There is here, therefore, a wonder- 
ful field for investigation, not yet exhausted, perhaps, 
but very fully expounded by Doctor Riesman. His 
book is intended ‘‘to fill for the medical student the 
hiatus between the later Greeks and the Moderns and 
to give to the cultured layman some knowledge of a 
long neglected period.’’ In fact, Doctor Riesman has 
succeeded admirably in his endeavour. His book is 
scholarly without being heavy; it is comprehensive 
and judicial; it is so well produced that it is a joy to 
look at. 

It is impossible in the space available to give a 
complete list of topics considered, but the chief may 
be mentioned.. They are The Greek Inheritance, 
Monastic and Clerical Medicine, The School of Salerno, 
Arabian Medicine, the Jewish Physicians of the Middle 
Ages, Scholasticism and Medicine, Astrology, Alchemy, 
the Rise of the Universities, Anatomy, Surgery, 
Hygiene, and Epidemic Diseases. The author’s style is 
lucid and easy, and he illustrates his points by apt 
quotations from the medieval literature. The numer- 
ous illustrations, which are always well chosen, add 
much to the attractiveness of the book. The theory 
and practice of medicine (we can hardly use the word 
‘‘progress’’) are depicted against a background of 
social and intellectual status, which circumstance gives 
the book an added value. All those interested in the 
history of our calling, and all should be, will do well 
to possess this book. 


Objective and Experimental Psychiatry. D. Ewen 
Cameron, M.D., Ch.B., D.P.M., Physician in Charge, 
Reception Service, Provincial Mental Hospital, 
Brandon, Man. 271 pages. Price $3.60. Mac- 
millan, New York and Toronto, 1935. 


In this book Dr. Cameron presents the general 
thesis that the traditional observational methods which 
have been employed in the diagnosis and treatment of 
psychiatric conditions will have to be gradually re- 
placed by experimental and quantitative methods 
such as are now being employed in other medical and 
biological fields. He insists that the observational 
methods which have been employed up to the present 
time lead very largely into error, chiefly because of 
what he calls ‘‘ projectionism’’, by which he means an 
attempt to ascribe to the patient the feelings and 
thinking which we consider from our experience he 
should be entertaining on being exposed to a given 
situation, and ‘‘conventionalization’’, by which he 
means the tendency of the worker to bring the history 





of the patient’s behaviour into conformity with the 
orthodox reaction types which already exist in the mind 
of the examiner. In the first two chapters this thesis 
is very clearly stated, and numerous illustrations are 
employed to indicate the need for a change in method- 
ology in the study of abnormal human behaviour. The 
rest of the book is devoted to a presentation of the 
results which have been obtained by the use of experi- 
mental and quantitative methods. A very complete 
summary of statistical, chemical, physiological and 
other experimental investigations of intelligence, per- 
sonality traits, the commoner psychiatric types, such as 
schizophrenia, manic-depressive and the organic psy- 
choses, is presented, to indicate the progress which has 
already been made by the use of such objective 
methods. The results of such experimentation are to 
Dr. Cameron clear proof that we are now in a fair 
way to realize our dream of analyzing human behaviour 
objectively, dispassionately, and, above all, of being 
able to predict and control. 

The manner in which the material in this book is 
arranged, the very lucid exposition, and the mass of 
experimental data which is presented here, make this 
book an exceedingly stimulating and valuable addition 
to recent psychiatric literature. 


Modern Home Medical Adviser—Your Health and How 
to Preserve It. Edited by Morris Fishbein, M.D. 
905 pages, illustrated. Price, $9.50. Doubleday, 
Doran and Co., New York, 1935. 


An attractive, well-printed and adequately illus- 
trated book, bound in red, which aims to replace the 
old-time family medicine book. Dr. Fishbein has asso- 
ciated with him twenty-three collaborators who are 
well-known to the medical profession. There are 
twenty-three chapters, the titles of a few of which, 
together with the names of the responsible collabora- 
tors, will serve to indicate the quality of the book: 
Sex Hygiene, by Thurman B. Rice; Infant Feeding, by 
Frederick F. Tisdall; Diabetes, by Elliott P. Joslin; 
Cancer, by Francis Carter Wood; Posture, by Tait 
McKenzie; Nervous and Mental Disorders, by George 
K. Pratt. As a source of reliable information on 
disease and as a guide to healthy living, this publica- 
tion will meet the needs of the intelligent lay public 
who desire a comprehensive book of reference. 


The Chemical Control of Conception. John R. Baker, 
M.A., D.Ph., Lecturer in Cytology, University of 


Oxford. 173 pages. Price 15s. Chapman & Hall, 
London, 1935. 


This is a sober and detailed account of a long 
series of well-planned and admirably controlled labora- 
tory experiments, presented with scientific detachment 
and without a trace of special pleading. There is in 
the first place an investigation of the toxicity of 
various substances towards spermatozoa, which reveals 
the great efficiency of certain quinones and of formal- 
dehyde and the relative inefficiency of permanganate, 
phenol, quinine, and many other substances. Secondly 
there is a study of the spermicidal activity of various 
specially-prepared and many commercial pessaries and 
ointments, under in vitro conditions approximating to 
those under which the preparations are designed to act. 
Thirdly, Dr. H. M. Carleton contributes a rather dis- 
couraging chapter on local lesions in the genital tract 
produced experimentally by some of the preparations 
referred to. Many of the data secured have already 
been published in the Journal of Hygiene and elsewhere, 
but it is convenient to have this complete and con- 
nected account of one of the very few serious inves- 
tigations in a field where progress has been made, if 
at all, chiefly by guesswork or from unsound premises 
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From various sources there has been an accumulation of 
evidence which suggests that much of the symptomatology of 
acute staphylococcal infections is attributable to liberation of 
staphylococcus exotoxin within the body. The serious nature of 
such infections would appear to be due in large measure to the 
highly pathogenic effects of staphylococcus exotoxin upon living 
cells and tissues. Consequently, the use of staphylococcus anti- 
toxin has been advocated in the treatment of acute and of 
generalized infections where there is evidence that Staphylococcus 
pyogenes is the causal micro-organism. (See the issues of this 
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The Meaning and Varieties of Love. J. W. Bridges, 
Ph.D., Professor of Psychology, McGill University. 
230 pages. Price $2.25. Sci.Art Publishers, Cam- 
bridge, Mass., 1935. 


Professor Bridges has undertaken a difficult task. 
Anyone undertaking to write a book on ‘‘Love’’ would 
be in difficulties. Just what should be included would 
depend upon those to whom the book was addressed. 
Obviously, a book intended for popular consumption 
would have to be different from that intended for 
philosophers. An author attempting such a task and 
addressing the intelligentsia must avoid mere sensuous- 
ness on the one hand, and sloppy sentimentality on the 
other. By disarming and matter of fact frankness, 
Professor Bridges has successfully avoided the first of 
these pitfalls. A casual glance through the book might 
lead one to believe that he is not so successful with 
the second. Noting the frequent poetic extracts, one 
might jump to the conclusion that this book is but one 
more of the variety popular with love-lorn adolescents. 
Such a judgment would be wrong and unfair. The 
poetic allusions are well chosen and apt. As the 
author remarks ‘‘poets and artists often feel and ex- 
press the truth before scientists discover it’’. 

The general purpose is to give an account of the 
factors, development, manifestations and ultimate 
meaning of this universal and fateful human urge. 
The two hundred and thirty pages are used to good 
advantage. Authentic observation, keen analysis and 
appropriate language are the triad that make the book 
decidedly worth while. Prudes will have occasion to 
raise their eyebrows at times, the prurient will be 
dissatisfied, but those desiring a frank straight-forward 
exposition will be gratified. 

While the book is apparently intended for the 
publie generally, members of the profession will find it 
interesting and enlightening. More than most, the 
physician, because of the advantage of his position, 
sees the manifestations of love, pleasant and un- 
pleasant, crystal-clear and mystifying, tender and 
brutal. Here he will find a plainly worded exposition 
of much that may have caused him wonder. 


Glands and Efficient Behaviour. Florence Mateer, 
Ph.D., Director, Merryheart Clinic, Merryheart 
Schools, Columbus, Ohio. 243 pages. Price $2.50. 
D. Appleton-Century, New York, 1935. 


This book is published as an ‘‘easily understand- 
able book for the layman. on disturbances of the 
endocrine glands’’. It is ‘‘recommended to the atten- 
tion of school teachers, psychologists, social service 
workers, physicians, nurses, and workers in community 
health centres, nurseries and orphanages’’. There is, 
undoubtedly, a place for the publication of case records 
of children under endocrine therapy. The place for 
this, however, is a professional journal. Such case 
reports should inelude the observations of the psycho- 
logist, but it is difficult to understand the claim that 
‘“nobody is more competent to appraise the accom- 
plishments of therapeutic procedures devised for the 
correction of behaviour problems than the psycho- 
logist’’. We are not prepared to turn to the ‘‘ Clinical 
Psychologist’’ for an answer to the question: ‘‘Can 
gland feeding increase human efficiency?’’ It does not 
appear that this book could be placed safely in the 
hands of lay persons, for, despite its qualifying sen- 
tences, it would inevitably suggest a diagnosis and 
method of treatment. How else would the following 
statements be interpreted: ‘‘In our normal pre-school 
and kindergarten group, groups into which children 
enter for preventive education, usually over a third 
of the newcomers each year are markedly calcium 
deficient. The actual need for parathyroid therapy, 
with gain under administration by mouth, oceurs in 
about 7 per cent of each year’s enrolment.’’ 

It is difficult to understand why a book for public 
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education should be written when the author admits: 
‘*Gland therapy is in its infancy’’, and it would ap- 
pear that medicine is right in the ‘‘reticences of its 
professional attitude’’, at least in this case. 


BOOKS RECEIVED 


Guide to the Surgical Paper with Questions and 
Answers. R. J. McNeill Love, M.S., F.R.CS., 
Surgeon Royal Northern and Metropolitan Hos- 
pitals. 77 pages. Price 5s. net. H. K. Lewis, 
London, 1935. 


International Clinics. Vol. 3, forty-fifth series. 336 
pages. Price $3.00. J. B. Lippincott, Philadelphia, 
London and Montreal, 1935. 


The Osteopaths Bill. Report of the Proceedings Before 
a Select Committee of the House of Lords. 155 
pages. Price 1/3. Published by British Medical 
Association, London, 1935. 


Living Along With Heart Disease. Louise Levin, M.D., 
Cardiologist to St. Francis Hospital, Trenton, N.J. 
126 pages. Price $1.80. Macmillan Co., New York 
and Toronto, 1935. 


Treatment of Acute Poisoning. H. L. Marriott, M.D., 
M.R.C.P., Resident Medical Officer, Middlesex Hos- 
pital, London. 45 pages. Price 5s. net. John 
Murray, London, 1935. 


Royat Treatment in Cardiovascular Disease. P. N. 
Deschamps, M.D., Assistant Physician in Charge 
of Cardiological Department, Lariboisiére Hos- 
pital, Paris. 108 pages. Price $1.50. Bailliére, 
Tindall & Cox, London; Macmillan, Toronto, 1935. 


The Essentials of Light Treatment. Elizabeth M. 
Anderson, M.D., B.S., Lecturer on Ultra-violet 
Rays, School of Massage, Middlesex Hospital. 84 
pages. Price $1.50. Bailliére, Tindall & Cox, 
London; Macmillan Co., Toronto, 1935. 


Radium Treatment of Skin Diseases, New Growths, 
Diseases of the Eye and Tonsils. F. H. Williams, 
M.D., S.B., Massachusetts Institute of Technology. 
118 pages. Price $2.00. Stratford Co., Boston, 
1935. 


Der Nachweis von Alkohol im Blut nach Widmark. 
No. 7. Dr. Robert Kriebs. 78 pages. Price 
1.50RM. (Complete series of 10 pamphlets 13RM.). 
Published by Auf der Wacht, Berlin, 1934. 


Laboratory Manual of the Department of Bacteriology 
and Immunology. Peiping Union Medical College. 
C. E. Lim, Head of Department. Second edition, 
190 pages. Price $1.50. Copies may be obtained 
from the author. 


Regional Anatomy Applied to Dissection. J. C. 
Hayner, B.S., M.D., Associate Professor of Ana- 
tomy, Flower Hospital, New York. 687 pages. 
Price $6.00. William Wood, Baltimore, 1935. 


The Obstetric Pelvis. Herbert Thoms, M.D., F.A.C.S., 
Associate Professor of Obstetrics and Gynecology, 
Yale University. 115 pages, illustrated. Price 
$2.50. Williams & Wilkins, Baltimore, 1935. 


Einfiihrung in die Kurzwellentherapie. Dipl.-Ing. 
Ernst Fritsch and Dr. med. Martin Schubart, 
Berlin. 160 pages, illustrated. Urban & Schwarzen- 
berg, Berlin and Vienna, 1935. 


Aids to Medicine. J. L. Livingstone, Physician to 
King’s College Hospital. Fifth edition, 422 pages. 
Price $1.50. Bailliére, Tindall & Cox, London; 
Maemillan Co., Toronto, 1935. 











